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THE FUTURE TASKS AND PROBLEMS OF THE AMERICAN HOSPITAL ASSOCIATION* 





Establishment of Service Bureau on Dispensaries and Community Relations of Hos- 
pitals—Projected Employment Bureau—Affiliation of State and Sectional Hospital 
Associations— Public Health Laws and Hospital Standardization Among 


Problems for 


Consideration 


By A. R. WARNER, Pres. AMERICAN HOSPITAL ASSOCIATION 1918-19, SUPERINTENDENT, LAKESIDE HospiTAL, CLEVELAND 


IGNAL progress in many, and, in fact, prac- 
S tically all lines of human endeavor has arisen 
from the extreme stimulus to all action brought 
about by wars. In these periods the general 
grouping of humanity i:.teo men who are ruled by 
the past and men who are ruled by the future is 
disturbed by the struggle emphasizing the fact 
that it is the future in which we are vitally in- 
terested. The past is gone, and precedent is 
really powerless. In these periods, traditions, 
customs and many of the apparently fixed features 
of human life are broken down, and people are 
forced by necessity and led by the habit of ex- 
treme efforts to strive as never before to find the 
ways that produce better results. The big prob- 
lem before hospital administrators today is to 
recognize these movements of force and reform 
now appearing, judge them accurately, and con- 
tribute the full weight of their personality and in- 
stitution to their guidance and to the accomplish- 
ment of permanent results for good. 

It is the duty of this Association to review care- 
fully and critically its organization, traditions, 
methods, and forms of procedure and work, and 
also to thoughtfully consider all possible lines of 
usefulness that it may be prepared to recognize in 
time opportunities for service and to keep the in- 
ternal machinery adapted and adequate to the 
position it can and should hold today. 

At the last meeting the constitution was 
changed to provide for institutional membership, 


*Presidential address read before the Twenty-first Annual Convention 
of the American Hospital Association, Cincinnati, September 9, 1919. 


believing that in time it would be the predominat- 
ing membership and the American Hospital As- 
sociation would become in fact as well as in name 
the Association of American Hospitals, repre- 
senting, aiding, and speaking for the American 
hospitals in the same sense and to the same degree 
as various other national associations represent 
and aid their particular industry and their con- 
stituent members. Without any pressure or co- 
ercion in any way, 208 hospitals have become in- 
stitutional members contributing $6,975.00 to the 
support of the Association and with 624 repre- 
sentatives qualified to vote in their meetings. This 
number is growing steadily, and your officers have 
been pleased with these results. 

There is no mistaking the fact, however, that, 
although institutional memberships are quite de- 
sirable for many reasons, they bring to the Asso- 
ciation new and greater responsibilities. While 
the responsibilities to the individual members 
have been quite satisfactorily discharged by an 
annual conference and a printed report of the 
proceedings, this is not sufficient to justify in- 
stitutional membership. It is necessary that the 
American Hospital Association render to the con- 
stituent hospitals positive service having prac- 
tical usefulness and a definite value in comparison 
to which the annual sum paid shall be relatively 
small. Recognizing this, the trustees have ap- 
proved a general policy of service bureaus and 
have attempted to make a beginning, sufficient to 
show our good faith, before this convention. One 
service bureau has been definitely established. 
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The field of this covers dispensaries and the com- 
munity relations of hospitals. The part time of 
Mr. Davis, the director of the Boston Dispensary, 
has been secured for this work. In matters of 
advice or discussion of plans by correspondence 
the services of Mr. Davis are absolutely free to the 
institutional members. Whenever it is mutually 
agreed as advisable that Mr. Davis conduct a per- 
sonal investigation on the ground, the cost of this 
to the members of the Association will be only the 
actual traveling expenses. The personal services 
of Mr. Davis are provided by the Association. 
We have discussed service bureaus in several 
other lines, but as yet there is nothing definite to 
report. Already there has been criticism of the 
Association—and justly so, because we were not 
providing a dignified return in service to insti- 
tutional members. One service bureau is only a 
beginning. A more extensive development of the 
policy is necessary for next year. 

The Association has arranged with the Red 
Cross the basis and details of the distribution of a 
large amount of dressing gauze free to the hos- 
pitals except for transportation charges, and 
sume has been already distributed. Forty-nine 
million yards was definitely promised. It was in- 
teresting, as well as exasperating, to find that out 
of 3,089 circulars mailed to hospitals offering this 
gauze free and asking a prompt reply giving the 
data the Red Cross desired, only 741 answered 
within the week limit, and only 814 ever answered. 
A second letter was sent to 2,433 hospitals not 
answering the first letter and 675 answers have 
been received. 

At present the Association is negotiating with 
the War Department in regard to the sale of large 
stocks of hospital supplies which it has on hand. 
We hope to get some quite attractive arrange- 
ments by using the Association as the jobber. 

The Association should give thought and atten- 
tion to the establishment of an employment bureau 
for the finding of suitable persons for vacant posi- 
tions in hospitals and suitable positions for our 
personal members out of employment. During 
the past year the secretary has done informally a 
considerable amount of this work, with results 
fully justifying the effort. This, as any employ- 
ment bureau, will become progressively more effi- 
cient with increase in volume of work. This can 
become a valuable service bureau to the personal 
members. 

The time has come when the Association must 
give special attention to the development of state 
and sectional hospital associations and make 
definite arrangements for affiliation with all 
these. In addition to the rendering of all assist- 
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ance possible in the formation and development 
of these associations, there should be some plan of 
composite personal membership. It should be one 
of the duties of our executive secretary to assist 
in the development of these state associations 
and attend their meetings. After the national as- 
sociation shows some interest in and is of some 
value to the state associations, there will be no 
difficulty in arranging with each a composite 
personal membership, so that all who are per- 
sonal members of the state associations become 
automatically personal members of the national 
association. Such plans have been in successful 
operation for some years in the medical and other 
associations providing a large continuous mem- 
bership, and this plan will do the same for the 
American Hospital Association. A little study of 
our personal membership lists brings out pointedly 
the fact that our list may be divided into two 
classes: first, a limited number of old members 
who are permanent and who usually attend the 
meetings wherever held, and, second, a larger list, 
which is constantly changing. These join the 
year the meeting is held in their locality but soon 
drop out. This in a national organization can be 
nothing but a serious weakness. Personal mem- 
berships combined with memberships in the state 
and sectional associations will correct this. 
Today it is quite obvious that the health officer, 
the medical college, the nurse, the hospital, the 
medical social worker, state industrial or other 
health insurance, many forms of private philan- 
thropy and many other institutions and persons 
are all working with a common purpose for a 
common end. We now realize, however, that 
each has gone his or her way, meeting the prob- 
lems immediately before them as best they could 
by their own efforts and through their own or- 
ganizations without being able to bring routinely 
and promptly into action the other kinds of work 
carried on for just the same purpose and for the 
moment more effective and fitting. Sociologists 
and others have long recognized much of that 
which is now under discussion. The new thought 
is merely a general determination to accomplish 
a coordination, a betterment, and a general be- 
lief that something is now going to be done and 
that lines formerly considered as permanently 
established will be re-drawn. The health pro- 
gram of this country will not merely be amended, 
it will be entirely rewritten and in the near future. 
The common problem is to provide better health 
for all the people and to reduce the number of 
unnecessary and untimely deaths. We, as hos- 
pitals, are vitally interested in every phase of the 
general health program which is now developing, 
because the work of hospitals must be funda- 
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mentally affected by it. The hospitals of Ohio 
learned a severe, though much-needed lesson, 
through the enactment of Ohio industrial insur- 
ance laws. The hospitals gave no attention to 
these while the laws were under discussion and 
amendable. There is nothing to do- now but to 
put up with their unsatisfactory and unjust pro- 
visions. At the present time changes in public 
health laws and programs are now under active 


discussion in every state. Is the voice of hospitals. 


heard in these discussions? Is the viewpoint of 
hospitals presented? Are laws being drawn with 
consideration either of hospital conditions now 
existing or of hospital conditions and standards 
which should be required and established? In 
this matter the Association simply shares the re- 
sponsibility with its individual members who are 
on the ground in every state. But is the Associa- 
tion doing all it can and should do to emphasize 
this and to encourage our individual members to 
feel a responsibility for their own states and lo- 
calities, a responsibility to know the detail of the 
local health programs and policies and the rela- 
tion of the hospitals thereto? Although the As- 
sociation must depend in part upon the individual 
members for information as to proposed health 
laws or programs unwise and not well thought 
out from the hospital viewpoint, yet it is clearly 
the duty of the Association whenever such cir- 
cumstance is reported, first, to have an influence 
and, second, to use it promptly and positively to 
straighten out these unwise laws and programs. 
During the past year eight states had commis- 
sions studying social health insurance. In carry- 
ing out any health insurance laws hospitals are 
necessarily an important factor, but in how many 
of these eight commissions was there adequate 
consideration given to this fact? I must answer 
—in none, although I was a member of one of the 
commissions. It is high time that hospitals as 
medical institutions acquire a definite policy and 
position in the work to be carried on by all forms 
of health insurance. To formulate this is indeed 
a task, but the American Hospital Association is 
the logical body to undertake this task. The As- 
sociation needs among others a service bureau on 
legislation. 

The meeting of the American Hospital Confer- 
ence this week in conjunction with our Associa- 
tion will emphasize to you the present determina- 
tion to make a beginning at once on the problem 
which has come to be called “hospital standardi- 
zation.” In the discussion at the meeting of the 
Council of Medical Education in Chicago March 
3 of this year, it ‘developed that there was among 
the delegates present and representing all forms 
of medical educational work, a common convic- 
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tion that the working out of minimum acceptable 
hospital standards, as well as the development of 
hospital ideals, was a problem pressing itself be- 
tore others. From this discussion came a reso- 
lution, requesting the American Medical Associa- 
tion to call a conference in Chicago of representa- 
tives from the principal recognized functions of 
hospital work to discuss this matter. This meet- 
ing was held April 21. The conclusions of this 
conference were—first, that the group of prob- 
lems, commonly referred to as “hospital standardi- 
zation” should be given immediate consideration. 
It was also recognized that the modern hospital 
is a decidedly complex institution, existing to ren- 
der a broad but definite service to society and 
with many interests involved. The institution 
and the idea of service must take precedence over 
the interest of any groups of individuals. Real 
contributions to this service come from many 
sources. Some contribute personal service, as the 
medical profession, the nursing profession, trus- 
tees, social workers, executives and helpers of 
many kinds; others contribute financial support, 
others moral support and interest, and often this 
is the most valuable contribution a hospital can 
receive. There is a third class of contribution to 
service and the successful work of hospitals as a 
whole, more ethical and intangible, but first in 
power and importance. Of such there are three 
general classes with various subdivisions—first, 
medical education, second, nursing education, and 
third, philanthropy. These contribute indirectly 
but powerfully by furnishing strong incentives to 
personal effort and to continued and correlated 
action and also incentives to cooperation in work 
and to the development and material support of 
the institution. The institution is the power to do, 
created by the blending of all these contributory 
services and the material support. Every depart- 
ment of the hospital affects the results from the 
work of every other department. It is impossible 
to have in the same hospital good medical work 
and poor x-ray or laboratory work. It is impos- 
sible to have good surgery and poor nursing. It 
is impossible to have good nursing with poor pro- 
fessional work. A part can never standardize or 
disproportionately elevate the whole. No one of 
various hospital activities can control the devel- 
opment of the others or greatly advance any of 
them other than itself under any conditions, but 
can readily depreciate them all through its own 
defects. The elevation of hospital ideals and 
minimum standards must be a general develop- 
ment and the participation of each and every 
function must be whole-hearted and enthusiastic. 
For these reasons it was recognized that any 
movement along any phase of hospital standardi- 
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zation must be general in its makeup in order to 
succeed. 

It was also decided that hospital administrators, 
notwithstanding the fact that they were responsi- 
ble for all the activities of the institution, repre- 
sented in thought and viewpoint too much a single 
side of the institution to accomplish or control the 
accomplishment of the general result desired. It 
was therefore the unanimous decision that a com- 
posite group organized on democratic principles 
should be created to take up this work. 

In accordance with these principles the Ameri- 
can Hospital Conference was formed to,be com- 
posed at first of two representatives from each of 
twelve national organizations representing bodies 
of men and women directly participating in hos- 
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pital work and development. Other organizations 
will undoubtedly be added. An executive council 
of three was also named to complete the organiza- 
tion of this conference and prepare program for 
its first meeting, which is to be held in conjunc- 
tion with this meeting of the American Hospital 
Association. 

In the past, hospital standardization may have 
seemed to some of you a term of the future and 
something that did not require your immediate 
thought and attention, but at the present time this 
cannot be true. You and your institution will be 
standardized with the rest for there now seems 
sufficient public opinion accumulating to make ef- 
fective and rigid the accepted decisions, minimum 
standards and ideals. 


HOW TO INSURE A SAFE MILK SUPPLY IN THE HOSPITAL* 





Eliminating the Spread of Infection Through the Milk Supply an Item of Utmost 
Importance—A Process for Insuring Safety in Handling—Proper Equipment 
for Satisfactory Milk Room 


By JOSEPH B. HOWLAND, M.D., SUPERINTENDENT PETER BENT BRIGHAM HOSPITAL, BOSTON 


HE importance of having a safe milk supply 

for our patients and hospital family can not 
be overestimated, and, in my opinion, it is the 
duty of every hospital superintendent to see that 
only safe milk is distributed for drinking pur- 
poses to all under his charge. The knowledge 
that I have attempted to eliminate the possibility 
of the spread of infection through the hospital 
milk supply has been a source of much satisfac- 
tion tome. It is common knowledge that infected 
milk may cause serious epidemics with loss of 
life. Dr. M. J. Rosenau gives the following list 
of epidemics which were definitely traced to milk 
in Boston during a period of five years. 


1907 Diphtheria .......... 72 cases 
1907 Scarlet fever ........ 717 cases 
1908 Typhoid fever ....... 400 cases 
1910 Scarlet fever ........ 842 cases 
1911 Septic sore throat.... 2064 cases 

NE ghnduabek wien 4095 cases 


If we do not take every precaution to make sure 
that safe milk is used we must be prepared to 
accept responsibility for the results. If we are 
fortunate enough to have no lives lost by infected 
milk, we may still be responsible for serious 
economic loss. Our patients’ stay in the hospital 
may be prolonged through the complication of a 
sore throat; our pupil nurses may through sick- 
ness lose time which they will have to make up 





*Read before the Twenty-first Annual Convention of the American 
Hosyital Association, Cincinnati, September 9-12, 1919. 


before graduation; departments may be crippled 
through loss of employees’ services; or we may 
have our house staff as patients instead of part 
of our working force. It is plain that such occur- 
rences represent an expenditure of money to the 
hospital which we should prevent. 

I have seen all of this happen, and I have no 
doubt many of you have, too. It therefore has 
seemed worth while to describe a practical method 
of handling our milk supply, and I hope that, in 
a discussion of the subject, others may tell us of 
how they have solved the problem. 

It is not my intention to discuss at length the 
merits of using a raw milk as compared with a 
pasteurized milk, because I do not think there is 
room for discussion so far as our problem is con- 
cerned in supplying milk to older children and 
adults. The subject of a milk supply for babies 
is a special one for pediatritians. 

It is generally accepted that heating milk from 
145° F. to 150° F. for thirty minutes will kill 
the bacteria of tuberculosis, typhoid fever, scar- 
let fever, diphtheria, and many other pathogenic 
bacteria. Milk thus treated is not changed in 
taste, or is changed so little that few can tell that 
it is pasteurized. ‘The ideal pasteurized milk is 
one which, after the pasteurizing process has 
been completed, is at once sealed, without human 
contact, in small units. For the smaller hospitals, 
delivery of pasteurized milk in bottles is the best 
solution of the problem. For large consumers 
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this is too expensive a method of buying milk, 
and these suggestions are intended for larger 
users. 

Assuming that we purchase our milk from a 
reliable source, we have through pasteurization 
eliminated infection from the cows themselves 
and from the milkers. If the milk jugs are sealed, 
there is no chance for infection in transportation. 
We have, then, a milk delivered to our door which 
is safe to use. It becomes our duty to see that it 
is handled by as few people as possible—prefer- 
ably one—and that the milk-handlers are not a 
source of infection. If the milk is sent to the 
kitchen and from there is served to the wards and 
serving rooms by the kitchen man or maid who 
may best be spared at a particular time, we run 
considerable risk of infecting our milk, with little 
or no knowledge of the possible source. 

I would have the milk, on arrival, go directly 
to a milk room and have one person only respon- 
sible for its care until it is placed in small cans 
or bottles for distribution. It does not cost much 
to make a satisfactory milk room, and the equip- 
ment, also, is not very expensive. The room, if of 
brick, painted a light color, can easily be kept 
clean by hosing down with water. The floor may 
be of cement or asphalt, graded to a drain. If 
there is another story underneath, waterproofing 
must, of course, be used in laying the floors. The 
equipment suggested is as follows: A receiving 
and mixing tank of copper, tinned or agate lined. 
This should have a sloping bottom with an easily 
cleaned draw-off cock which serves as a means 
of filling bottles and cans, and as a drain for 
cleaning. If the milk is to be bottled, a tank 
equipped with automatic bottle fillers may be pur- 
chased. I would recommend straining the milk 
as it is poured into the tank. 

A washing sink with two compartments is re- 
quired—one for the soapy water and one for rins- 
ing. These trays or sinks may be purchased from 
dairy supply houses. A steam or water turbine 
for operating the bottle and can cleaning brushes 
can be bought ready to attach to the sink. 

If the milk is to be distributed in bottles, it will 
be well to have, also, an attachment for rinsing 
and sterilizing them in crate lots. A suitable de- 
vice for sterilizing the cans may be made by any 
hospital steamfitter or plumber by running a hori- 
zontal steam pipe a few inches about the back 
part of the trays with upright branch pipes 6 or 
8 inches apart. These upright pipes are capped 
and have several small perforations to allow the 
escape of steam for sterilizing the cans. As they 
are washed, the cans are inverted over the pipes 
and the steam turned on for a few minutes. 

A rack made of galvanized pipe with galvanized 


strap iron shelves is required to receive the steril- 
ized cans. The cans are, of course, not dried in- 
side with towels but inverted on the racks, 
drained, and left end down until needed. 

An attachment on the wall is also needed, which 
consists of a cold water pipe, a hot water pipe, and 
a steam pipe, each with its own valve and con- 
nected to a common outlet, with a steam hose 
attached. With this hose cold water, hot water, 
and steam for cleaning the room and sterilizing 
the milk tank are obtainable. 

In many hospitals, I presume the milk cans and 
bottles are washed in the ward kitchens or serv- 
ing rooms. In my experience this is not satisfac- 
tory; hence, the suggestion of having all can and 
bottle washing done in the central milk room. 
Ward maids should simply rinse cans and bottles 
in cold water. While theoretically we need only 
sterilize the utensils in the milk room, I prefer 
to have complete washing equipment in one place 
and keep only one person trained in the proper 
method of washing milk cans. Thus we shall be 
sure of sweet, well-kept milk cans at all times. 

I have talked about using milk cans rather than 
bottles because it seems to me that cans are a 
more practical means of transporting milk in 
the hospital. Bottles are expensive, easily broken 
in transportation, and most ward refrigerators 
are not large enough to take the number of one- 
quart or two-quart bottles needed for the daily 
supply of an average sized ward. For private 
ward service one-half pint bottles opened at the 
bedside may well be used. 

For the serving rooms connected with our din- 
ing rooms for doctors, nurses, and employees, it 
seems to me well not to send large cans, such as 
are ordinarily used. These cans have such a large 
top opening that it is easy to fill tumblers for 
table use from a ladle or by pouring. It is thus 
too easy for some careless person in the serving 
room to drink from the ladle, and possibly infect 
the milk. A good solution of the problem is to 
have your tinsmith make a can of just the right 
size to supply milk for the meal with an inside 
bottom sloped to a sanitary faucet and have the 
top too small to allow the use of a dipper, or have 
the cover locked on. Then the milk may be drawn 
off only by a faucet. 

So far I have spoken of means of sterilizing the 
cans and of having the handling of the milk done 
by one man. It is, of course, very important to 
know that the milk man is not a carrier of infec- 
tion, and I do not believe we can trust the average 
employee to report of his own accord if he is sick, 
before he may do damage. For this reason I 
would oblige him to report to some physician in 
the hospital once every twenty-four hours, pref- 
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erably before he begins to put up the milk for 
the day. His throat should be looked at to be 
sure that he may not be coming down with an 
infectious disease and his hands examined to 
make certain he has no septic abrasions. I have 
found it most convenient to send the milk man to 
the bacteriological laboratory for his examina- 
tion. If there is the least suspicion of sickness, a 
culture is taken and the man is not allowed in 
the milk room. You may ask why not have the 
milk pasteurizing done at the hospital. This, I 
think, is much the better way if you can afford 
to install and operate the necessary apparatus. It 
is not an inexpensive process and, if done at all, 
must be carefully attended to in every detail, or 
more harm than good is likely to result. 

There is another phase of the milk problem of 
which I wish to speak. We all know that milk 
is expensive and should not be wasted. I have 
not found that the average head nurse, who too 
frequently leaves before she becomes entirely 
familiar with her duties, knows just how much 
milk is needed for her ward. If she is allowed to 
use her own judgment she will order too much or 
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too little, in the latter case necessitating some one’s 
making an extra trip to the kitchen or store room 
for a supplementary supply. For these reasons 
it seems to me a better way to determine a per 
capita allowance of milk for each class of patients. 
For medical wards a liberal allowance is neces- 
sary; the supply for sicker surgical and the chil- 
dren’s wards should not be stinted; but for con- 
valescent surgical patients little milk is required. 

If the head nurse sends a daily requisition for 
milk, stating the number of patients in her ward, 
it is a simple matter to make out a sheet for the 
milkman so that he can fill cans for the day’s 
supply. As the can is filled a tag designating the 
ward to which it is to go is attached. 

It seems to me better to send the milk to the 
wards three times a day with the meals rather 
than once, for in this way the supply is more apt 
to hold out, and only a small can has to be han- 
dled in the ward at one time. 

Cream is handled in the milk room just as the 
milk is, per capita allowanres being made for the 
wards. It is mixed, canned, and delivered in the 
same manner and at the same time as the milk. 


HOSPITALS OF THE OLD WORLD AND THE NEW—A COMPARISON 


Continental Conception of Hospital Vastly Different From Ours— Buildings of Average 
European Hospital Unsuited for Hospital Purposes—Lack of Nursing 
Technique Hinders Modern Development 


By MARGARET J. ROBINSON, R.N., FIELD EpiTor, THE MopERN HOSPITAL, CHICAGO 


HILE studying the gradual growth and 
standardization of hospitals in our United 
States, it might be interesting to compare our 
hospitals as they stand today with those of an- 


other and much older country—one which has 
settled and accepted standards of caring for the 
sick. We might stand off, as it were, look at 
ourselves in perspective, and give ourselves credit 
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Fig. 1. The type used as a model for the Texier Gallas community hospitals. 
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Fig. 2. 


for what we have accomplished, in spite of our 
faults, mistakes, and things still left undone. 

I recently had an opportunity to visit a large 
number of French hospitals—hospitals which can 
fairly be considered average types of hospitaliza- 
tion in that country. Although there are distinct 
examples here and there of fine institutions in the 
large cities, conspicuous as workshops for men of 
splendid minds in medicine and surgery, which 
are doing scientific work along special lines, the 
type of hospital I use for description in this 
article represents the French hospital as it is 
found in an average community, accomplishing 
an average hospital standard of work. 

Hospital standards in France may be consid- 
ered fairly typical of hospital standards in other 
Latin countries—typical also in many ways of 
the standards in other European countries, and 
perhaps, too, of standards of nursing care of the 
sick among other nations outside of the English- 
speaking countries, Great Britain, her colonies, 
and the United States. It seems that the Anglo- 
Saxons are unique, so far, in their development 
of nursing as a profession. We have come to re- 
gard our system as 2n accepted thing, and never 
realize how empty and incomplete a hospital can 
be without trained and educated women nurses, 
until we see hospital after hospital still bound 
down by the traditional methods in vogue before 
nursing became a profession of its own. More 
than ever, one becomes convinced that the medi- 
ical profession alone cannot make hospitals, and 
that in its progress it must march beside the 
women of the nursing forces. 

After visiting, French hospitals, I saw several 
hospitals in England of the type which has de- 
veloped gradually from very early beginnings and 
which shows quite clearly English standards and 


The general hospital of the Cathedral City of Chartres. 


the growth of the modern hospital in Great Bri- 
tain. 

British medical and nursing education seems to 
be moving in much the same direction as ours. 
Their hospitals are constructed and equipped as 
we construct and equip ours, and they are staffed 
and administered much in the same way. Their 
medical men think and work as ours do, and their 
nurses, although they have not yet reached the 
place they deserve in the making of their own 
standards, are a splendid body of women doing a 
large share in the hospital standardization of 
Great Britain. The English hospitals do the same 
study and actual relief in their dispensaries, out- 
patient departments, and social service work. In 
fact, along all the lines of hospital growth, they 
do things in practically the same way as we do, 
so much so that one wonders just how many of 
the good things in hospitals we originated, and 
how many we borrowed from them. 

It is true that the British hospitals for the most 
part are still places for those who can pay little 
or nothing for their own maintenance, but that, 
too, is gradually changing, and it will not be long 
before their hospitals will be used to reconstruct 
the titled gentleman and his family, as well as 
other prosperous individuals who now go either to 
the private nursing home or are cared for within 
their own walls. We may assume that this is the 
only marked difference between the British and 
the American hospital and that this difference is 
passing. Essentially, our hospitals seek the same 
standards of efficiency and are striving in the 
same direction. 

Of the hospitals in the Teutonic countries, I 
know little from personal knowledge. It is gen- 
erally believed that they are great workshops and 
schools for scientific research and medical edu- 
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cation. One reads and hears that they are vastly 
better built, equipped, and more efficiently man- 
aged than those in the Latin countries, but as yet 
no one has ventured to say that their system of 
actual nursing care is so conspicuously good that 
we should imitate it. 











In this quaint French town St. Vincent de Paul himself 


Fig. 3. 
established a nursing sisterhood in the hospital. 


German and Austrian, Italian and French 
scientists have done pioneer work in medicine 
and surgery which we can follow only as humble 
students. But have the hospitals of Germany, 
Austria, Italy, and France proved themselves able 
to follow up these great things with that type of 
assistance and care of the sick which is destined 
to bring the best results from the knowledge 
gained? 

The nursing sisterhoods in Europe gave care to 
the sick, as best they could, long before the United 
States existed in the thought of men. The sisters 
of St. Vincent de Paul established hospitals in 
France several centuries ago and did social serv- 
ice among the poor of Paris, but nursing as a pro- 
fession does not exist on the Continent today. If 
illness comes to a family of wealth and position, 
it is the English nurse who is sent for post-haste. 

I claim no right or knowledge to make com- 
parisons between hospitals because of their spe- 
cial brand of nursing technique or their lack of it. 
My point of view is gained only from impressions 
of things seen through a nurse’s eyes, but, it 
seems to me that, where nursing technique is 
practically non-existent in any country, the mod- 
ern hospital cannot develop. 

When one crosses the channel from Southamp- 
ton to Le Havre to enter France, he seems to be 
in another world, as far as hospitals are con- 
cerned. The hospital idea changes from Anglo- 
Saxon to Latin, and the hospital atmosphere, too 
—literally, as well as figuratively. One is con- 
fronted by traditions and traditional methods of 
administering hospitals and caring for the sick 
that British and American hospitals have long 
ago thrown into discard. 

On the other hand, our French co-workers in 
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the hospital, the médecin chef and the sister or 
infirmiére, look upon our methods of medical 
treatment and nursing technique with the critical 
eye of an older civilization—a civilization which 
they firmly believe to be the most advanced type 
existing. Moreover, they do not care to know 
much about what the young, pretentious countries 
are doing about hospitals anyway and rather ob- 
ject to any exchange of ideas on such matters. 
We view with horror and a certain amount of 
nausea, an unwashed pneumonia patient, strug- 
gling for breath in a room tightly closed to all 











A school-house in Normandy now used as a hospital. 


Fig. 4. 


ventilation, stripped to the waist line and holding 
in his trembling hand a candle which the doctor 
or nurse uses to light the alcohol in seventeen 
to twenty glass cups to place on his chest. 

We are not alone, however, in our distress while 
watching someone’s else treatment of things. 
The médecin chefs and infirmiéres breathe pray- 
ers when they see us wash our patients all over 
or open the windows on them. They are sure 
that our patients who die, do so because they 
have had no ventouses or huge epicérasties 
of camphor and oil, or because they have 
been placed in a courant d’ air, which at any and 
all times is dangerous to life and limb. Nor is 
this point of view unique to France. Other Latin 
countries hold it. 

In a great part of Europe, class distinction is 
still strong, both in republic and monarchy. Hos- 
pitals are places for a class who cannot pay for 
their care elsewhere—public charges, so to speak, 
who are not considered as individuals in the civic 
responsibility, although their care may be deemed 
necessary for the general public good. 

The average Continental mind thinks of a hos- 
pital as a place for the orphaned, the old, and 
poor, the demented, the repulsive, and the acutely 
ill whose family either cannot or will not care 
for them at home. 

















In France there are hépitaux (hospitals), and 
hospices (or asiles), which correspond in a way 
to our country poor house, orphelinates (orphan 
asylums), and the asiles de vieillards, or old peo- 
ple’s homes. In most instances, however, there 
seems to be no marked dividing line between the 
various types. The general hospitals frequently 
appear to be old people’s homes and orphanages 
with attached farms, which have occasional spots 
for the care of acute medical and surgical dis- 
eases. The asiles de vieillards care also for the 
old who are acutely ill, the demented, and the 
tuberculosis; while the community hospital cares 
for everything. 

Many of these average hospitals are of very 
old foundation, and their buildings are usually 
unsuited for hospital purposes. In many in- 
stances, they are ancient convents or less ancient 
school houses of solid and beautiful. stone con- 











The hospital in Nogent-le-Rotrou established by St. Vincent 


Fig. 5. 
de Paul. 


struction, sadly lacking in modern conveniences, 
light and air supply. Even when constructed for 
hospital purposes, the buildings vary little from 
the school or convent type. They are usually, to all 
appearances, clean; but the almost total absence 
of ventilation and primary nursing technique in 
the care of the patients makes the atmosphere 
of their wards unbearable to one not used to it, 
and suggests the advisability of a gas mask. 

In that department of France with whose hos- 
pitals I am best acquainted perhaps the nearest 
approach to the small community hospital are 


the hospitals of the Fondation Texier Gallas. | 


These are seven in number in as many cantons 
of the department. They are all under an en- 
dowed organization, and average about ten to 


twelve beds in capacity. A man and woman, | 


husband and wife, known as guardians, have 
charge of each hospital. They do the housework, 
the gardening, and care for the patients. 
sician of the town, appointed by the .commission 
of the Foundation with the approval of the mayor, 
visits the hospital when called in case of the seri- 
ous condition of a patient. 
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All hospital administration is usually in some 
way under the supervision of the civil authorities 
of the département, arrondissement, or the canton 
itself. This is true even when there is a definite 
foundation or endowment. The nurses and sis- 
ters are employed by the civil administration also, 
as, under the present laws of France, neither the 
church nor the sisters may control institutions or 
property. 

The medical service of these hospitals gener- 
ally consists of one or two general practitioners 
appointed by the civil administration. The nurs- 
ing care of the patients is usually given by the 
sisters of the various orders—women of the best 
type of French womanhood and of the most de- 
voted spirit, but, unfortunately, not as yet, for- 
tunate enough to have had definite training in the 
nursing technique used by the orders of nursing 
sisters in America. 

Where the nursing sisters do not care for the 
patients, infirmiéres are employed, and, as the 
Latin countries have not yet adopted the system 
of nurses used in Great Britain and America, and 
as women of good family and good repute do not 
as a rule enter the nursing profession, few of 





Fig. 6. The most precious possession of the Hotel Dieu at Nogent-le- 
Rotrou: The tomb of the Duc and Duchesse Sully in its garden. 


these infirmicres are much above the servant type. 
The business management of the larger hos- 
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pitals of the chief arrondissement cities is in the 
hands of an executive director who represents the 
civil administration. The financial condition of 
the hospitals is almost invariably good, generally 
showing some amount on the profit side at the end 
of the year. The average per capita cost as given 
in the business offices is still remarkably low, 
although much higher now than it was before 
the war. Several hospitals gave an average total 
per capita cost as low as three francs, about 50 
cents at the present value of the franc, and sev- 
eral asiles which had more old people and orphans 
than really sick patients gave a daily estimate as 
low as 1 franc, 75 centimes, or about 30 cents of 
our money. In each case these prices were said 
to be about twice what they were before the war. 

French military hospitals can be judged only 
with kindness and tolerance when one considers 
what suffering France endured for more than 
four years, and when one realizes that she was 
almost bankrupt of the necessary funds, men, and 
material to maintain a proper hospital organiza- 
tion. But there is no evidence to show that a 
much higher standard of hospital care existed be- 
fore the war began. The government allows only 
from 2 francs 40 centimes to 3 francs per day 
for a soldier’s care, which, while a meager allot- 
ment, is more than was considered necessary for 
the upkeep of a general hospital patient in pre- 
war days. 

The existence of this low rate of per capita cost 
is undoubtedly due to the fact that those things 
which would be considered necessities in the 
American or British scheme of hospitalization, 
either do not exist in these hospitals, or are con- 
sidered in the light of luxuries from the Continen- 
tal point of view. At no point in the making of 
the hospital, from its building and equipment 
down through administration, education, nursing 
care, and food supply, would the present standard 
of hospital care in France require the cost that 
the hospitals of Great Britain and America con- 
sider as fundamentally requisite. 

As originally stated, I received these impres- 
sions while visiting a large number of French 
hospitals of various types—hospitals which are 
considered as average. And, although there are 
more distinct and better institutions in the larger 
centers, conspicuous for scientific work in spe- 
cial lines, the type of hospital I have described 
seems to represent fairly the hospital found in 
the average French community. 

What the French hospitals lack in construction 
or efficiency they make up in other things worth 
while. The most gracious hospitality is always 
extended to the chance visitor. The name Croix 


Rouge Américaine brings welcome and friendli- 
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ness from administrators, nurses, and patients, 
and many expressions of gratitude for the help 
extended by America. 

The comfortable family atmosphere about the 
hospital wards we might well try to imitate. The 
patients themselves are really “patient.” They 
have no bells to ring and demand little attention 
—perhaps because “‘he who expects little will not 
be disappointed.” 

The administration and the ménage of the 
French hospital is always thrifty. Waste of ma- 
terial is unknown. The keepers of money and 
books know every sou and centime that goes into 
the daily expense account and, at the end of the 
month or the year, every sow and centime is ac- 
counted for. 

The potager, or vegetable garden, plays a large 
part in the economies of the hospital. Every hos- 
pital from the tiniest to the biggest has its own 
garden, and the only vegetables which go into the 
diet of the staff, patients, or employees are those 
that happen to be in the gardens or vegetable 
cellars. The dry storeroom of the American hos- 
pital with its shelves full of canned goods and 
other supplies exists not. The menus consist of 
soup made of cabbage, onions, or greens; meat 
from the local butcher or the farm owned by the 
hospital; salad or vegetables from the potager; 
the sour wine of the country; cheese and coffee, 
and always bread, huge loaves of bread. Surely 
not a menu to keep a dietitian worried about its 
variety! 

Although our American hospitals as a whole 
leave much to be desired, and although it is indeed 
a far cry from our standardized hospitals to those 
which still bear resemblance to the primitive ones 
of the old world, I think we can surely pride our- 
selves on the hospitals of our country and on 
what they have accomplished in the time that has 
been given them. 

Hotels for Babies 

Hotels for babies is one of the newest schemes in 
Britain, the idea having originated as the result of the 
war. They are intended for the accommodation of young 
children in emergencies whose mothers find it impossible 
to keep them with them. One, with accommodations for 
children up to seven years of age, will receive only chil- 
dren from the professional class. The charge will be from 
one to two guineas a week, and they will be taken for a 
year or more. A Montessori teacher will look after their 
educational needs. 

Another hotel will be for the children of the working 
classes. Fifteen can be cared for at a charge of 10 shil- 
lings a week. Their stay is limited to one month, the 
intention being to provide temporary accommodations for 
children whose mothers are ill, or who have died, and 
whose fathers can not care for them adequately. Miss 
Hodges, of the East London Hospital for Children, with 
the assistance of an expert staff, will be in charge. 
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THE QUESTION OF FIRE HAZARDS IN HOSPITALS* 





Conditions of Great Potential Danger Remain Unimproved from Year to Year—Hazards 
Within Buildings and Surroundings—Methods of Improvement in Existing 
Non-Fireproof Hospitals—Fire Drills for Employees 


By WILLIAM D. CROW, or Crow, Lewis & Wick, ArcuiITEcts, New York City 


O much has been said about fire protection in 
hospitals that it would seem the subject surely 
must be talked out. All that controverts this con- 
clusion is the fact that in so many hospitals con- 
ditions of great potential danger still exist, and 
are allowed to remain unimproved year after year, 
unrealized, apparently, by the good people who 
have the responsibility charged to them and for 
which they may some day be called to account. 
And these are good people, for hospital work in- 
terests only the people who are willing to give 
effort and money in the most necessary of chari- 
ties. The inference must be that, if much has 
been said, much has been unheeded. 

It may be that the hospital world has been 
lulled into a false sense of security by the often 
stated, but fallacious, theory that hospitals are 
peculiarly exempt from danger from fire, because 
of the fact that there is no time of the day or 
night when nurses are not on duty, ready to cope 
with any emergency. However much dependence 
is put upon this circumstance, it should not be 
overlooked that the nurses are not on duty in 
cellars, attics, boiler rooms, kitchens and many 
other parts of the hospital in which fire may 
originate and gain headway before it is dis- 
covered. 

The records of the National Board of Fire Un- 
derwriters do not bear out the theory of im- 
munity for hospitals, for in one year, 1917, claims 
were made for 387 fire losses in buildings of the 
hospital class. Statistics on fires collected by one 
of the prominent foundations show a weekly aver- 
age of two fires in hospitals. The discrepancy in 
the figures perhaps may be accounted for by con- 
sidering that small fires in hospitals are given as 
little publicity as possible. 

Very fortunately, no great loss of life has oc- 
curred in hospital fires, but this will not prove to 
a thoughtful person that precautions should not 
be taken to prevent loss of life. Any small fire 
may be the beginning of a holocaust. Anyone 
who has watched a burning building knows the 
terrible rapidity with which fire spreads. A small 
blaze may in five minutes become an uncontroll- 
able fire. Any one of the fires reported to the 
insurance companies might have been the pre- 





*Read before the Twenty-first Annual Convention of the American 
Hospital Association, Cincinnati, Sept. 8-12, 1919. 


cursor of a fire which would have furnished a 
stronger argument for fire protection than this 
paper may prove to be. 

The hazards to a hospital building may be from 
without or may be within the building itself. 
Surrounding hazards will be perfectly obvious to 
anyone who looks for them. They are usually 
other buildings in dangerous proximity to the 
hospital and possibly of hazardous occupancy. 
The writer knows of one case in which a carriage 
painting shop is within a few feet of a frame 
hospital building. While this is an extreme case, 
a residence within twenty or thirty feet consti- 
tutues some hazard. The conditions in different 
cases vary and will have to be judged as they are 
found. If the hazard seems considerable it should 
be eliminated, if possible, or, if elimination is not 
possible, the hospital building should be protected 
against it. 

In the case of a masonry building an exposed 
wall can be made satisfactorily safe if fire-resist- 
ing and self-closing windows are put in it. If 
the building is frame, some degree of resistance 
may be given to it by stucco on the exterior and 
by non-combustible roofing. 

Hazards within the building are apt to be more 
numerous than those from without. Kitchens 
and laundries in the same building as patients 
probably constitute the most likely source of fire. 
Small blazes in such departments come within the 
knowledge of any hospital executive. 

Electric wiring may also be a very consider- 
able source of danger, especially if it is old and 
is of the kind known as “knob-and-tube work.” 
This is the cheapest method of wiring and is used 
all too frequently by reason of its cheapness. The 
installation of electric light wiring is supervised 
by the insurance companies and, when new is 
safe; but, if low-grade wire has been used, or if 
the mechanics around the hospital have altered 
the wiring a few times, the condition of safety is 
not apt to remain. 

Heating plants should not be in a building with 
patients and, more especially, high-pressure boil- 
ers should be outside the building. Low-pressure 
boilers are not particularly hazardous if properly 
taken care of, but the need for economy often com- 
pels the use of low-grade help for this purpose, 
and then the low pressure boilers may become a 
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danger. For example, if the water is allowed to 
get low, and the boiler overheats, the pipes for a 
considerable distance from the boiler will become 
hot enough to ignite combustible substances near 
them. There is the further danger of fire being 
communicated by the careless handling of hot 
ashes. 

High-pressure boilers need the best of atten- 
tion and sometimes let go in spite of it—or per- 
haps through only momentary laxness. In any 
case, they ought to be outside of the buildings so 
that patients will be in no possible danger from 
them. 

Paints, paint stores, and inflammable liquids 
should be kept outside of the hospital. Painters 
know the danger of spontaneous combustion in 
paint rags, but, in spite of this, they are careless 
about them, and it is better to have this material 
kept where it can do no damage. 

In the average hospital the lack of space for 
storage causes every available space to be filled 
up, often with highly combustible material. These 
storage spaces do not ordinarily receive frequent 
inspection, and a fire originating in them would 
gain headway before it was discovered. Storage 
rooms should be inspected carefully to make sure 
they are in no danger of fire from defective 
chimneys, bad wiring, or any other source. 

Instances of what constitute hazards might be 
multiplied. Many will appear upon reflection, 
such as the use of out-of-the-way corners by men 
employees as smoking rooms, etc. 

It is impossible to do more than generalize on 
the subject of remedies, as every hospital has its 
own problem, to be solved as the case demands. 
There are, however, some points which may be 
helpful and which may serve as points of de- 
parture in the consideration of any case. 

The ideal hospital, of course, should be fire- 
proof, and, in spite of the detractions which are 
sometimes heard, a modern fireproof building is 
really fireproof; that is, it is possible to construct 
a building in which any fire will with certainty be 
confined to the contents of the space within which 
the fire originates. This point is emphasized, for, 
while it is not strictly pertinent to this paper, it 
may be that in many cases a hospital could solve 
its question of fire protection better, and with not 
much more expense, by replacing dangerous old 
structures with safe new ones, than by spending 
a great deal on an unsafe old building and then 
still having it far from the ideal in respect to 
safety. Only if the patients can be all on the 
ground floor where they can be evacuated quickly 
is a non-fireproof hospital justifiable. 

This paper has for its object particularly the 
improvement of conditions in existing hospitals, 


many of which are entirely frame. Others are 
brick, but have wood-framed floors and stud par- 
titions, which make them hardly more safe than 
the frame buildings. 

The problem which confronts the hospital staff 
when a fire occurs is to move the patients quickly 
to a safe place. Do not overlook the word 
“quickly,” for the time may be ten minutes or less. 
It can be taken for granted that out-of-doors is 
the safest place to take the patients, but, with the 
staff ordinarily available, and particularly at 
night, it is not probable in many hospitals that all 
patients could be taken out of the building in 
safety if the fire progressed rapidly. 

This being so, it is advisable to afford places 
of temporary safety to which patients can be 
taken quickly, by building fire walls which will 
separate the building.from cellar to roof into two 
or more sections. Any one of these sections 
should be large enough to contain the patients 
from all of the sections on the floor, on mattresses, 
for bed patients will have to be handled on mat- 
tresses. Communication through the fire walls 
in each story should be by fire proof doors, pref- 
erably large single doors which will be held shut 
by their latches and equipped with three-point 
latches. In any case, they should not be double- 
acting doors which would be blown open by the 
strong draft created by a fire. Fire doors should 
be shut normally and be provided with springs 
or checks to keep them shut, for an open door is 
not a fire-stop. 

In subdividing the building, every route 
through which fire could pass between the sec- 
tions should, of course, be blocked, and elevator 
and dumbwaiter shafts should be made fireproof 
so that they can not communicate fire from floor 
to floor. 

The subdivision of the building outlined would 
give only temporary safety, so that each section 
should have an adequate exit by means of which 
the removal of the patients from the building 
could be continued. In a hospital no stair should 
be non-fireproof and every stair should be in a 
thoroughly fireproof enclosure, no matter what 
the construction of the building may be. An en- 
closed stair prevents the spread of fire and, what 
is more, prevents the spread of smoke, which, in 
some fires, causes more loss of life than the fire 
does. An exit stair should have communication 
directly out of the building and should be planned 
with an easy rise and with sufficient width, espe- 
cially at landings, to permit patients to be carried 
out on stretchers or mattresses. 

Absolutely no dependence should be put upon 
the ordinary type of fire-escape, such as is usually 
required by city authorities. When these fire- 
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escapes are put on a building it is almost in- 
variably necessary to run the stairs across win- 
dows, where fire soon renders them useless. It 
is conventional for building inspectors in most 
cities to require these fire-escapes, and the con- 
vention persists in spite of the repeated failure of 
the type to save life. But they have absolutely no 
value on a hospital building. One proof of this 
would be to try to take an empty carrying 
stretcher down one of these fire-escapes. This 
matter of fire-escapes is dwelt upon to what may 
seem to be a disproportionate length, because in 
many cases large dependence is being put upon 
fire-escapes as a means of exit in a crisis, and it 
is a very slender reed to lean upon. 

If it is in any way possible, kitchens, laundries, 
heating plants, and any other department con- 
stituting any hazard, should be located outside of 
the hospital proper and be blocked off in such 
manner as to prevent the spread of fire to the 
hospital. 

If the electric wiring is not positively known to 
be in absolutely safe condition, it should be in- 
spected, even if the inspection involves consider- 
able expense. If the inspection does not disclose 
a satisfactory condition new wiring should be put 
in. This wiring should be of good grade wire and 
should be installed in conduit. This is a remedial 
measure which should not be put off, for wiring 
extends all through the building, is hidden, and 
constitutes an insidious and constant source of 
danger if it is defective. 

While structural remedies are likely in most 
cases to provide the best means of saving life, 
every hospital should have fire-fighting equip- 
ment to cope with a fire in its incipiency. With 
the early discovery of the fire and a certain 
amount of good fortune, most fires can be checked 
before they become serious, and it is important 
to provide all equipment needed for this purpose. 

The most convenient form of extinguisher is 
the small hand, chemical extinguisher, of which 
there are many good makes, and these should be 
of sizes small enough to be easily handled by a 
nurse. As these extinguishers can put out only 
small fires, they should be plentifully distributed 
about the hospital, so that no time need be lost in 
getting one into action. 

Where sufficient water pressure is available, 
standpipes and fire hose should be provided to 
use on fires which can not be checked by the ex- 
tinguishers. 

Automatic sprinkler systems are indubitably 
efficient in checking fires and, in many ‘cases, can 
be used to advantage in parts of hospitals, espe- 
cially in cellars, store rooms an dattics. The 
writer questions the advisability of putting 


sprinklers in patients’ rooms or wards, as fires are 
not apt to originate in these rooms, and, in any 
case, the shock caused a patient by a shower of 
cold water might be a serious matter. Sprinkler 
systems require good care and can easily be made 
less efficient by lack of such care. 

In buying any kind of fire apparatus or any 
building material supposed to be fireproof—doors 
and windows, for example—if the buyer insists 
upon having material and devices “underwriters 
labeled,” it will be certain that they have had the 
searching examination of the Underwriters’ Lab- 
oratory and are efficient. 

Fire alarm systems should be installed with 
stations throughout the building, from any one of 
which an alarm can be sent in to the fire depart- 
ment and which will cause the alarm to be sent 
simultaneously to all portions of the hospital and 
to the nurses’ home, helps’ quarters, and every 
other place from which assistance can be had 
quickly. 

The alarm bells in patients’ corridors and 
wards should be low-toned and have some char- 
acteristic sound significant to the employees but 
not alarming to the patients. 

Fire drills should be held frequently enough to 
familiarize employees with their fire stations and 
duties in case of fire so that there will be no con- 
fusion at the time of actual danger. It should be 
noted that fire drills can be conducted quietly 
enough to avoid alarming patients unnecessarily. 

It is recommended that the authorities of hos- 
pitals concerning which there is any doubt re- 
specting the degree of safety afforded patients, 
make an open-minded survey of the hospital, se- 
curing the best advice available, with a view to 
determining just how much hazard exists. Then, 
if the hazards seem to warrant improvement, the 
improvement should be made promptly. This is 
a work which should take precedence over an in- 
crease of the endowment fund, an extension of the 
hospital, a new ambulance, or any other cherished 
project. 

While the limits of this paper preclude men- 
tion of more than a few hazards or remedies, it is 
hoped that it will impel hospital people to give 
serious consideration to the general subject and 
serve as an index to the line of thought to be fol- 
lowed. The writer will be pleased to furnish more 
specific data to anyone interested in the subject. 


Community Singing a Valuable Assistant 

Community singing is part of the life of every military 
hospital. Singing has been found especially helpful among 
the “psychopathic” patients whose minds have been af- 
fected by the war, or by wounds received in battle. 
Musical instruments have been provided by the Red Cross, 
and bands and orchestras have been formed in many 
hospitals. 
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A NOTABLE AND SPLENDID MEMORIAL HOSPITAL 





Unusual Location and Excellent Construction Make Tbe Blodgett Memorial Hospital, 
Grand Rapids, Mich., A Model Institution for the Treatment of the Sick— 
New Structure Embodies Most Modern Ideas Throughout 


By CHRISTINE M. HENDRIE, R.N., FoRMERLY SUPERVISOR OF INSTRUCTION, THE BLODGETT MEMORIAL HOSPITAL, 
GRAND Rapips, MICH. 


HE Blodgett Memorial Hospital of Grand 
Rapids, Mich., was built by John McNabb & 
Sons, of that city, the architects being York & 
Sawyer, of New York City. The hospital has a 
most unusual location, in that it is situated on a 
tract of twenty acres of high, rolling ground, 
overlooking beautiful little Fisk Lake, in the finest 
residential suburb of the city. By reason of its 
isolated site and elevated position, permanent 
light, fresh air, and a maximum degree of cool- 

















Fig. 1. Blodgett Memorial Hospital—view from the northwest. 


ness during the summer months are assured. 
While located at some distance from the center of 
the city it is easily accessible by car line, and the 
beauty and privacy of the grounds and surround- 
ings make it an ideal spot for the treatment and 
convalescence of patients. 

The gift of Mr. John Wood Blodgett as a 
tribute to the memory of his mother, Jane Wood 
Blodgett, this is indeed an ideal memorial hos- 

















Fig. 2. The doctors’ entrance on the west. 





pital in point of construction, convenience, and 
refinement of detail. Here we have a fine ex- 
ample of Italian architecture—the frame of rein- 
forced steel and concrete with walls of wire cut, 
rough texture, red brown brick, laid in Flemish 
bond with three-quarter inch recessed joints, with 
window and door sills of West Virginia “King- 
wood” sandstone, and the roof of reddish tile with 
copper cornice. 

The ceilings of the porch at the main entrance, 
and the porte cochere at the west entrance are of 
unglazed tile. The floors of the first floor loggias, 
and the pergola leading to the nurses’ home are of 
English heather-brown quarry tile, all other log- 
gia floors being of tile. 

On entering the main door, at the north, one is 
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Fig. 3. Looking east toward Fiske Lake from the fifth floor loggia. 


attracted by the beautiful tones of the French 
Botticino marble wainscoting, and is impressed 
by the wonderful softness of the color scheme 
throughout, observed even to the very beds, which 
harmonize with the warm greyish buff of the 
walls. , 

The telephone switchboard and information 
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desk face the main entrance, and all telephonic 
service, general and house, is taken care of at this 
point. On either side of the entrance are waiting 
rooms, and directly opposite is the general office, 
with the superintendent’s office on the left and 
the record room on the right. The first floor con- 
tains the superintendent’s private suite, the in- 
terns’ quarters, dining rooms for officers, nurses, 
and visitors, and the board of trustees’ room, of 














The sterilizers in the operating-room suite. 


Fig. 4. 


extreme and elegant simplicity, perfect in every 
appointment. 

On this floor, also, is found a most complete 
hydrotherapeutic department, equipped with the 
apparatus necessary to give massage, electric, 
Nauheim and Turkish baths, and all forms of 
treatment that come under the head of hydro- 
therapy. A few private rooms also connect with 
this department. All marble used here, and in all 
toilets, bath and service rooms, is English-veined 
Italian marble. Adjacent to the hydrotherapy 
department is a complete pharmacy. All tables 
in the pharmacy, laboratory, and service rooms 
are of Alberene stone. At the western door are 
a waiting room and examining room, where 
patients are received and examined before ad- 
mittance to the wards. 

The hospital has two elevators, provided 
with noiseless, safety-closing, fire-proof doors, 
which have been constructed with a view to carry- 
ing patients with the greatest degree of comfort 
and facility. 


269 


All bases, ceilings, and corners throughout are 
coved, and the plastering is flush with the steel 
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Fig. 5. One of the wards. 


door frames, making an entire absence of joints 
and sharp corners. All service and utility rooms 
are on the north, allowing most rooms occupied 
by patients a southern exposure, and all rooms 
and wards a sun exposure at some time during 
the day. 

Plumbing fixtures throughout are of solid white 














Fig. 6. Pathological laboratory. 


metal or brass, and all the hardware is of solid 
bronze. In all locker rooms, baths, etc., plate 
glass shelves over the lavatories are supported 
by brackets of diamond metal. Here, also, are 
sanitary white-enamel steel-framed mirrors. In- 
direct lighting is used everywhere, with side 
lights and reading lamps in addition. 

The doors are heavy oak, plain surface on each 
face, with an inset stripe of black holly, stained a 
greenish grey which harmonizes with the color 
scheme observed throughout. All doors are wide 
enough to admit of the passage of ordinary hos- 
pital beds. 

The furnishing of the building is a notable 
point—beautiful walnut furniture, especially de- 
signed for hospital use, with no dust-collecting 
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Fig. 7. 


crevices; and all tables and dressers covered with 
chintz and plate glass. Oriental rugs through- 
out make the rooms and wards most attractive. 

Each floor has a diet pantry, fitted with steam 
tables, where the food is sent from the central 
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Plan of basement, showing cold storage rooms accessible to both main kitchen and diet kitchen. 
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kitchen via electric dummies and served under 
the supervision of a diet nurse. Each floor also 
has a special “flower room,” where all the care of 
flowers and vases is provided for. The first hall 
floor is of terazzo, with marble border. All others 
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Fig. 8. 
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Plan of sub-basement, with refrigeration and electric light plants. 
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Plan of second floor, given over to private and semi-private rooms 


Fig. 9. 


have terazzo borders, the same as the rooms, The second floor contains private and semi-pri- 
with heavy brown battleship linoleum centers, vate rooms, a number of which are connected with 
laid to a brass ground. The ward linoleum is of screened loggias or outside porches. The semi- 
dark green. All bathroom and operating room private rooms, planned for two patients, have 
floors are of tile. An enamel steel-tube clothes- separate clothes-closets and signal systems for 
chute opens on each floor. A silent signal sys- each patient. A number of private rooms connect 
tem is established for all rooms, wards and log- with bathrooms, and some of them have a private 


gias, as well as for officers’ call. bath. 
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Fig. 10. Plan of first floor, which contains the various offices and interns’ quarters 














TS 
on 


——— WOMENS 
| ae 























THE MODERN HOSPITAL 

































ee E cov 
WAR'D 
19*26 





2 || —" 120 





“IL 











SuRGICAL— 
[WIA RID 








f —2 | 


a 


















+ WOMENS ‘— 
MEDICAL __ 
WARD | 


Fig. 11. 


The third floor is the maternity department 
and contains private and semi-private rooms. 
This department is one of the most complete in 
the institution, and much thought has been taken 
to give to mother and child, irrespective of their 
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financial circumstances, the most scientific care 
known to modern obstetrics. There are two 
sound-proof delivery rooms, each provided with 
entire equipment. Between the two are the 
sterilizing room and locker rooms for nurses and 





Plan of fourth floor, devoted chiefly to six twelve-bed wards. 
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Fig. 12. 

















Plan of third floor, the maternity department of the hospital. 
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doctors. Opposite the delivery rooms is a super- 
heated or “constant temperature room,” which is 
the latest evolutionary development of the baby 
incubator. The heating facilities of this room 
are so delicately adjusted that any desired tem- 
perature may be maintained without variation. 
One of the most attractive rooms on this floor is 
the “nursery,” on the south side of the building, 
opening from which is a special room equipped 
for the proper bathing and dressing of the in- 
fants. In addition, the babies have their own 
screened loggia. 

The fourth floor is chiefly devoted to six well 
lighted, well ventilated wards. The women’s sur- 
gical and women’s medical wards are at the west 
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Fig. 15. A laboratory view in the hospital. 
































Fig. 13. 





Note the splendid light in this operating room. 


Fig. 14. 











Plan of fifth floor, with surgical suite of five operating rooms. 


end of the main corridor, while the corresnond- 
ing wards for men are at the east end. Each 
ward accommodates twelve beds. The children’s 
wards of six beds each are on the south side of the 
main corridor and are separated by a large plate 
glass partition, in order to enable one nurse to 
supervise both wards. Each ward has its own 
service room and each ward has access to at least 
one loggia, enabling patients to get into the fresh 
air and sunlight without the inconvenience of 
being moved from their beds. The dressing room 
and general service room are the same as on the 
private room floor. In addition, there is a steril- 
izing room for dishes, utensils, and specimen jars 
and bottles. 

On the fifth floor is a perfectly equipped labora- 
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tory, adjacent to the surgical suite of five operat- 
ing rooms with the necessary preparation rooms, 
anesthesia rooms, doctors’ and nurses’ locker 
rooms, with shower baths, etc., sterilizing room, 

















Fig. 16. One of the most cheerful corners of the hospital is devoted 
to the superintendent’s sitting room. 


nurses’ work room, suture room, doctors’ consul- 
tation room, surgical supervisor’s office, and a 
waiting room for friends of patients. On the 
west corridor is the x-ray department. The 
equipment of the surgical and x-ray departments 
is of the latest and most approved type, and in- 
cludes everything to make for the scientific suc- 
cess of these departments. The very latest im- 
provements in lighting and heating are used, and 
the perfect equipment includes an electric heated 
solution warmer and a steam heated blanket 
warmer. On the same floor we find a wing of 
several private rooms given over to patients who 
especially require rest and quiet. 


In the basement are the main kitchen and spe- 
cial diet kitchen, with a cold storage room acces- 
sible to both, where every possible practical 
arrangement and detail is adopted that 
would make for the proper care and service of 
food, including French ranges and broilers, steam 
jacketed copper kettles, and cereal cookers. In 
this. department the floors are of the English 
heather-brown quarry tile, and the walls of a 
white special dull glaze tile. On this floor also 
are the steward’s office, the drug store room, 
grocery store room, crockery room, help’s dining 
rooms, sewing room, linen room, carpenter’s shop, 
autopsy room, a large sterilizer built to take care 
of mattresses and the entire bedding, a completely 
equipped steam laundry, and the quarters for the 
male help. 

In the sub-basement are located the boiler and 
engine rooms, the refrigeration plant, providing 
brine refrigeration to all cold storage, kitchen, 
and service room boxes, laboratory and drinking 
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fountains. Here, too, is the electric light plant. 
In the sub-basement, also, ample storeroom ac- 
commodations and a special refrigerated room 
are provided. 

Through the generosity of the donors, Mr. and 
Mrs. Blodgett, Grand Rapids has a hospital that, 

















Fig. 17. The general kitchen. 


in its entirety, is one of the most complete insti- 
tutions of its size in the world. 


How to Take a Shower in France 


One of the most appreciated of the many treats the Red 
Cross gave the doughboys in France, was a bath. The 
boys of the Third Division were at one time five weeks 
in the trenches without changing their clothes. Imagine 
their thoughts after an exhilarating shower behind the 
lines, as well as being refitted with new clothes. The type 
of portable shower used was called the “eight-head 
shower” or field douche. It is a simple water tank with 
a fire box, which burns either wood or coal, a pipe line 
with eight sprays, and flooring under the sprays. It is 
easily adjusted, too. In a building, the water supply is 
connected with the water tank—and, “voila,” the job is 
done. 

In the field, the same arrangement was made, and as 
there was no water pressure, the water was poured into 
tanks with buckets. The apparatus is absolutely “fool 
proof,” provided there is no water in the tank when the 
fire is lighted. During the Chateau Thierry drive, nine of 
these portable showers were set up, and in one week seven 
thousand men were brought back from the firing lines, 
bathed, reclothed, and sent back refreshed physically and 
mentally. 


Wireless Canned Music 

At the Walter Reed Hospital, Washington, D. C., the 
soldier patients are revelling in wireless canned rag time 
through the wireless music equipment installed by the 
American Red Cross. By simply hooking a metal clasp 
to the springs of his bed and putting a small receiver to 
his ear, a boy confined in bed may revel in jazz to his 
heart’s content, without disturbing the buddy in the cot 
next to him whose nerves won’t stand it. On the cord 
attached to the receiver is a small device for regulating the 
volume of sound. One boy wheeled himself out on the 
perch, and hooked the metal clasp on a wire spoke in the 
wheel of his chair. It worked just the same. 
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Dancing flower fairies on the walls of the Du Bois ward who vie with sunbeams. 


A HOSPITAL IN WHICH BEAUTY AND SANITATION PREVAIL 


Tiny Ones at New York Nursery and Child’s 


Hospital Surrounded by Atmosphere of 


Spring-Time Joyousness and Out of Doors— Harmonious Color 
Scheme Aid in Health-Giving 


By MARY E. McCORMACK, PusBLiciry DEPARTMENT, NEw YoRK NURSERY AND CHILD’s HOSPITAL, 


EVERAL years ago, in the course of an inter- 
S view with a well-known Hindu lecturer and 
scholar, a prince of royal birth, who had been edu- 
cated at Oxford, and who, with a view to bettering 
the conditions of his own people, was making a 
careful study of social customs in Europe and this 
country, the writer of this article was par- 
ticularly impressed with his comments on our 
modern hospitals. 

“Do not misunderstand me,” he added, “‘it is 
not that I do not fully appreciate and admire the 
marvelous scientific work which your hospitals 
are doing—that I do not thoroughly understand 
the absolute necessity of having everything con- 
nected with them spotlessly clean and sanitary; 
but do you not think that at times in your striving 
for scientific perfection you lose sight of the 
human material with which you are dealing? 
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Fig. 2. Center of ward where smallest citizens receive special care. 


Does the psychological value of brightness, and 
warmth, and color on the minds of your patients 
mean nothing to you? Is there any real reason, 
for example, why walls and furniture in soft blues 
and browns and rose cannot be made just as clean 
as white?” 

There will be many without doubt to take issue 
with the Hindu scholar, but perhaps if we were 
perfectly honest with ourselves we would find that 
his objections are not wholly without foundation. 


NEw YorK CITY 


The age-old tendency to confuse the relative im- 
portance of man and of the Sabbath that was in- 
stituted for man’s comfort and sanctification still 
persists. 

Possibly if we looked carefully into the matter 
we would discover that the dread of hospitals, 
which still persists in the mind of the average lay- 
man in spite of modern methods of education and 
publicity, is largely due to the prevalent tendency 
to discount “the human material with which we 
are dealing” in planning and managing our hos- 
pitals. 

This tendency in a large institution where 
everything must be run strictly according to rule 
and regulation is very difficult to overcome, and it 
takes a great deal more than mere efficiency and 
executive ability to do it. It requires the wide, 
sympathetic imagination which recognizes in the 
recoil of sick minds and quivering nerves from 
the terrifying whiteness of the average hospital 
ward an element of genuine suffering. It re- 
quires also a persistent and painstaking attention 
to the many seemingly unimportant and _ in- 





Fig. 3. Enjoying the privilege of a private bath 


finitesimal details which go toward making the 
sum of human happiness. 


It is because those in charge have never al- 


lowed themselves to lose sight of the fact that 
their time and service are dedicated to the hap- 
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piness and well being of the women and children 
under their care, that the New York Nursery and 
Child’s Hospital has come to be known in the last 
five years as the hospital with a soul—a title well 
earned by faithful service. 

It would be impossible to exactly define the 
secret of the joyous, hopeful spirit which per- 
meates the entire hospital. It is made up of a 
thousand and one little details which would re- 
quire too much space to go into at the present 
writing. However, an important factor has been 
the determination of those in charge to make the 
place as homelike as possible, and to get away 
from the conventional institutionalism in plan- 
ning the decorations for the rooms and wards. 
Softly tinted walls of blue or rose or green, gay 
cretonnes, sheer scrim curtains that are changed 
each time the windows are washed, sitting rooms 
with deep, low easy-chairs and softly shaded 
lights, all help to produce the homely air which 
makes the patients forget, in a measure, that they 
are in a hospital. 

Above all others, little children are sensitive to 
environment, and it is on the seventh floor where 
the children’s wards are located that the greatest 
efforts have been made to secure an atmosphere 
of beauty and happiness. It is only within the 
past few months that the hospital has been able 
to carry out to a satisfactory degree the ideas 
which it has long cherished on the arrangement 
and decoration for a beautiful children’s ward 
more in keeping with the ideals of its manage- 
ment. This was made possible by the recent gift 
of an endowment for a new babies’ ward made by 
Miss Helen R. DuBois and Miss Ethel DuBois in 
memory of their father, Dr. Matthew DuBois. 
Since the founding of the New York Nursery for 
the Children of Poor Women, by Mrs. Cornelius 
DuBois in 1854—the nucleus from which the New 
York Nursery and Child’s Hospital has grown— 
the members of the DuBois family have taken a 
keen interest in the growth and development of 
the hospital, and this beautiful living memorial 
has been the outcome. 

The old babies’ ward facing west and south was 
used as a foundation for this DuBois Memorial 
and when the afternoon sunlight floods in through 
the many windows the place has all the beauty and 
joyousness of springtime and out of doors. The 
walls have been painted the delicate, new green of 
young apple leaves, while the furniture is tinted 
a blossom pink. Around the walls is a frieze of 
dancing flower fairies designed with exquisite 
grace and filled with the imaginative beauty of 
childhood by the hospital artist. 

However, in spite of the beauty of the ward, no 
safeguards for the health and well being of the 
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little people in it have been omitted. The larger 
cribs are each placed in a separate, glass-enclosed 
cubicle which cuts off not one bit of the air and 
sunlight, but which prevents any possibility of 
cross infection; and, in the pink-enameled, glass- 
topped table beside each little bed, are the in- 
dividual toilet accessories—combs and brushes, 
wash basins, powder bottles, thermometers, etc. 
An individual enameled bathtub rests on the lower 
shelf of each little table. 

The value of the glass-enclosed cubicles in the 
children’s wards has been thoroughly demon- 
strated at the Nursery and Child’s Hospital, and, 
since their introduction several years ago in St. 
Christopher’s ward which is used for observation 
as well as for the care of very sick children, there 
has not been one single case of cross-infection or 
contagion. 

In the special care of feeding cases, however, in 
which the pediatricians of this hospital are par- 
ticularly interested, these physicians have felt 
that the problem of child care differs somewhat 
from that of the ordinary sick child and prefer, 
for this purpose, the open space in the center of 
the ward where these babies have the advantage 
of every possible bit of fresh air. For this reason 
the center of the ward has been left free and here 
in bassinets are a number of very tiny babies, 
“feeding cases” for the most part, all of whom 
have been under observation in St. Christopher’s 
ward for a sufficient length of time to allow for 
the development of any possible complication. 
For these little folks special bathing cubicles 
equipped with little low tables and chairs, enam- 
eled tubs, clothes racks, baskets, etc., all in keep- 
ing with the general color scheme, have been ar- 
ranged. 

To insure the greatest possible amount of ven- 
tilation, the walls between this and the adjoining 
ward, which is used for the observation of well, 
boarding-out children pending their placement in 
toster homes, have been removed for a distance of 
about five feet from the ceiling thereby securing 
a continuous current of air from all sides and add- 
ing considerably to the comfort of the patients. 

In connection with the attractive children’s 
wards in this hospital, there is also a “sunshine 
ward” on the roof for children with pulmonary or 
tubercular tendencies and others particularly in 
need of an abundance of fresh air and sunlight. 
A sand box, a swing, and a number of toys are 
provided for convalescing children, and well chil- 
dren awaiting placement in boarding homes, 
spend their entire days there reaping the full 
benefit of the air which, owing to the height of the 
building, blows fresh and pure from across the 
river. 
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The Neustadter Foundation. 


THE NEUSTADTER FOUNDATION—A CONVALESCENT AND RECREATION HOME FOR 
WOMEN AND CHILDREN 


A Convalescent Home Planned on Liberal Lines—Out-Door Space a Leading Feature— 
Buildings of This Class Not Numerous But Increasing 


By YORK AND SAWYER, ARCHITECTs, AND S. S. GOLDWATER, M.D., CoNSULTANT 


UBLISHED descriptions of institutions for 

the care of the sick are now so numerous that 
one is tempted to apologize for adding to their 
number. Our excuse for presenting this descrip- 
tion of the new home of the Neustadter Founda- 
tion at Yonkers, N. Y., is that accounts of build- 
ings designed especially for convalescents are 
comparatively scarce. 

The Neustadter Home will serve as a non-sec- 
tarian, convalescent and vacation home for about 
fifty-five women and children. It is a single build- 
ing, having an extreme length of 175 feet and an 
extreme width of 100 feet. Construction was be- 
gun early in 1918 and completed July, 1919. The 
principal materials are brick, steel, and concrete; 
the roof is slate; the floors are terrazzo in the cor- 
ridors, recreation, and dining rooms; tile in the 
kitchens, bathrooms, lavatories, and toilets; bat- 
tleship linoleum in the wards; and cement in the 
basement corridor and store rooms. The home 
was erected during the war period at a cost of 
approximately 40 cents per cubic foot for the 
completed building, including excavations, laun- 
dry and kitchen equipment, plumbing and electri- 
cal fixtures, sterilizers, heating plant, and high- 
pressure boiler. Electricity is obtained from the 
local power company. 

Out of the fifty-five patients for whom the 
home provides, thirty-two are accommodated in 
three wards of twelve, eight, and twelve beds, re- 


spectively. These wards are divided by low parti- 
tions and hanging curtains into individual cubi- 
cles, 6 feet 9 inches by 10 feet each; the cubicle 
partitions begin one foot from the floor and have a 
height of 7 feet. The ward arrangement is such 
that each cubicle is provided with its own win- 
dow. With the exception of a few inmates for 
whom single rooms are provided, those who are 
not in the wards will occupy rooms having two 
beds each. As a rule, a two-bed room will be 
occupied by a mother and child. 

In the planning of the home certain facts that 
are not generally understood became clear. Most 
hospital men would probably assume offhand 
that owing to the relatively simple character of 
convalescent work, the amount of construction 
per patient in a first class convalescent home must 
be notably less than the construction required for 
a small or moderate-sided general hospital. This 
assumption, it appears, does not hold if the con- 
valescent home is planned upon liberal lines. A 
study of the accompanying plan will show that, 
compared with a hospital for the acutely sick, 
operating room space, space for nurses and for 
nursing work has been saved, but that the space 
provided for the use of patients outside of the 
wards is far greater than an ordinary hospital 
would require. This space includes a large cen- 
tral dining room, a commodious recreation room, 
and several occupation rooms of liberal size. In 
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addition, there is sufficient loggia and balcony 
space to accommodate all of the patients out of 
doors when desired. It is plain that these fea- 
tures will contribute distinctly to the comfort and 
welfare of the inmates in a home which is to be 
occupied throughout the year. 

Reference to the plan of the first floor will 
show that the entrance is to the left of the center; 
this is because it was thought desirable to retain 
the best part of the south front for the large recre- 
ation room. The wards, at either end of the build- 





Fig. 2. First floor. Note entrance at left center to accommodate 


large recreation room. 





ing, have doors opening directly on to the adjoin- 
ing porches. Connected with each ward are lava- 
tories, toilets, and baths, each in a separate com- 
partment with its own window for ventilation. 
Adjoining each ward is a locker room containing 
individual metal lockers. A combined dressing 
table and chest of drawers is to be placed in each 
cubicle. 

Special features of the second floor plan are 
the occupation rooms; two “unassigned rooms” 
reserved for special therapy; a private corridor 
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Basement plan. 
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for nurses which connects with six individual bed- 
rooms, toilets, and baths; a superintendent’s 
suite; a suite of four double bedrooms with bath 
and toilet for the maids; and finally, an isolation 
suite, consisting of two patients’ rooms, pantry, 
toilet, and bath, the patients’ rooms opening di- 
rectly on to a flat roof which can be used, when 
required, exclusively for segregated patients. 
Patients who are isolated for any cause will thus 
enjoy the same advantages of out-door convales- 
cence as the ordinary inmates. 

The basement contains the boiler room, cold 
storage room, trunk room, a series of small store 
rooms for miscellaneous uses, a room for garden 
implements, fumigating room, engineer’s work- 
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on the first floor on one side of the principal serv- 
ing room which, on the other side, opens directly 
into the patients’ dining room. 

Future extensions can readily be erected at the 
east and west extremities of the main corridor; 
if the wards which are added are not very large, 
duplication of the existing ward toilet, lavatory, 
and bathing facilities will not be necessary. 

The grounds of the home cover approximately 
six acres, fronting on McLean avenue in the City 
of Yonkers; the site is only a few steps from the 
northerly line of Van Cortlandt Park, which coin- 
cides with the New York City limits. The home 
can be reached directly by trolley and subway 


from any part of the City of New York. 
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shop, a suite of rooms for male employees, a re- 
ceiving office, kitchen, serving room, employees’ 
dining room, locker room for non-resident female 
employees, laundry, and a sewing room. 

A dining room for officers and nurses is located 


Moving Picture Machine to Demonstrate Health 
Maintenance 


“The healthmobile, one of the newest means for carry- 
ing on public health education utilized by the New York 
State Department of Health, was shown for the first time 
at the eighteenth annual conference of health officers,” 
says Health News, the organ of the New York State De- 
partment of Health. 

This is an automobile built especially for the purpose. 
It is equipped with a stereopticon, a moving picture 
machine, which is operated by power developed in the 
healthmobile, and a number of interesting exhibits demon- 
strating the value of maintaining health and preventing 
infection. The plan is to send it with a lecturer into 


rural communities remote from the railroads. 





Special features of second floor plan are the occupation rooms 











The Neustadter 
under the will of Mrs. Henry Neustadter, and is 
managed by a board of trustees of which Mr. Will- 


Foundation was established 


iam I. Walter is president. The endowment fund 


is $1,000,000. 


Her “Croix de Guerre” 

There is 2 Red Cross nurse from overseas who wears a 
short strand of small, round, pink beads. She calls it her 
“Croix de Guerre.” At the height of the big drive in 
the middle of last summer, just before Chateau Thierry, 
when the refugees were pouring out of eastern France, a 
young girl with big dark eyes and her sick baby came 
with them. While they stayed at the hospital, the baby 
whimpered and wailed constantly, but with the nurse’s 
care the baby grew very much better. On the day they 
left, the little mother sought out the nurse whose untiring 
patience and care had been most marked toward them. 
“This, ma’m’selle,” she said, holding a string of pink beads, 
“T want you to have it; it is the only thing I have left be- 
sides my baby, and you have saved him for me.” 
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A STUDY OF THE PATIENTS’ MESS, BASE HOSPITAL, CAMP CUSTER, MICH. 


Determination of Food Consumption by 


a Large Body of Men Under Controlled 


Conditions—Details Regarding Distribution of Calories, Variety 
Served and Amount of Cost and Waste Given 


By CHARLES N. FREY, LIEUTENANT, SANITARY Corps, NUTRITION OFFICER, CAMP CusTER, MICH. 


HE following article comprises a detailed 
study of food consumption, distribution of 
calories, acid-base equilibrium, variety of food 
served, and the amount and cost of the waste in- 
curred in a large military hospital over a period 
of more than four months, the results being shown 
by means of tables and charts. 
The information was collected for the purpose 
of determining food consumption by a large body 
of men under controlled conditions. There is 


TABLE 1. AMOUNT OF FOOD CONSUMED, THE DISTRIBUTION 














be based on the “as purchased” weight of the 
food, or on the edible weight. For several rea- 
sons, it was found desirable to use the former, 
since it was possible to weigh the food as it en- 
tered the kitchen, thereby avoiding the necessity 
of reweighing after the food was prepared. In 
making accurate computations, lean must be dis- 
tinguished from fat meat, and parts of the car- 
cass containing very little bone and much fat 
from parts containing a large proportion of bone 


OF CALORIES, COST OF FOOD PER MAN PER DAY, AND THE 


COST OF FOOD WASTED 
Average | 4-} 

Daily average for month of.... | Nov.| Dec. Jan Feb. Mar. 13 Mar. 14 Mar. 15 Mar. 16 4 ine pone 
Average number men regular | ———— 

I 0c dell he oN aed ci aha hao id 6-0 | 952 534 302 688 725 726 713 730 AER 
Number of men on liquid diet.. 337 32 35 20 15 17 14 11 mae). 
Total men eating at mess...... 986 566 837 708 740 743 727 741 _—— etedapeieaia 
Cost of food per day.......... $546.70 $357.27 $511.27 $479.93 $363.47 $375.23 $479.27 $488.83 $426.70| ........ 
Cost of ration per man, edible ; 

and non-caloric .........se0: $0.554 $0.631 $0.61 $0.627 | $0.491 $0.505 $0.65 $0.66 $0.576, $0.605 
Calories per man, the liquid con- | 

sidered half regular diet...... 4235 3780 3227 3811 | 3086 3618 4588 4088 3822 3764 
*Cal. consumed per man, de- 4144 3653 3140 3746 | 3020 3547 4520 4001 3772 3671 

ducting calories wasted....... 4227 3767 3209 3802 | 3054 3586 4565 4061! 3816 3749 
Per cent calories protein....... 14.2 14.5 16.1 13.9) 14.1 13.8 13.2 12.1) 13.3 14.6 
Per cent calories fat........... 28.6 33.9 40.8 30.6) 30.0 38.3 27.2 51. 86.8 $3.4 
Per cent calories carbohydrates. 57.2 51.6 43.1 55.5! 55.9 47.9 59.6 35.1 49.9 52.0 
Grams protein per man per day, 

all men eating included as | 

DM! s6cateetidevantaqenenn 144.36 129.8 123.9 127.57 | 104.4 121.2 145.7 113.0| 121.1) 181.4 
Grams protein, counting liquid | 

Se GE sccccasvasessene 147.09 133.9 127.1 129.39 106.7 122.58 147.5 115.32) 123.0} 134.4 
Pounds food p. m. based on A. 

Ib.t weight edible food and | 

total men eating............. 6.1 6.1 5. 6.4) 4.69 5.35 6.29 5.6) 5.48 6.07 
Pounds animal protein......... 5556 3277 4768.3 3517.1) 121.4 117.2 132.7 OS GREE evsinge Pree meee ee 
Calories consumed per man, | 

based on total men eating. ... | 4162 3669 3158 $757 3052 3579 4543 4028| 3801| 3686 
Per cent animal protein........ ; 58 65 67 63 70.6 60) 56 74 65 | 63 
Pounds meat p. m. p. d., liquids | 

received no meat............ 0.53 0.56 0.65 0.82 0.50 0.87 0.60 0.57 -635| 64 
Cal. per lb. based on as pur- 

chased weight of edible food.. 687 5.81 558 587 650} 672 722 719 691 603 
Cost of food per lb. based on as 

purchased weight of edible 

and non-caloric food (cents). | 9.05 10.1 10.6 10.4 10.1] 9. 10.34 11.5¢ 10.31¢c; 10.039 
Pounds waste per day (edible) . | 26.0 15.7 27.5 10.6 39.0 35. ¢ 23.0 DEM § adcaeeedccsacece 
Waste per man (edible) in| 

GUO vccnceccovcesecescees | 0.41 0.44 0.5 0.24 0.8 0.75 0.5 0.69 0.685 0.405 
Calories food wasted per man.. 17.6 15.8 18.0 9.0 32.0 32.0 22.5 27.0 28.4 15.1 
Cost of table waste computed on 

cost of ration per pound..... $2.34 $1.58 $2.91 $1.10 $3.93 $3.25 $2.38 EE rerren Megane 
tCost of waste per man per day 0.23¢ 0.28¢) 0.35¢ 0.15¢ 0.53¢ 0.44c 0.30¢ 0.49¢ 0.44¢ 0.25¢ 
§Value of garbage sold per day.|  .....-++|  weeeeeee > Sudaechen gsaiweees $1.27 $1.24 $0.70 $0.92 $1.03 eae 
Actual loss from table and 

kitchen (edible waste).......)  ..++-++- ae rorr | “Ceti  abeheesave $2.66 $2.01 $1.68 $2.76 Pee 
Actual loss from waste per man | 

MOP GED avccvccececsddesssees| secccene| sescecse| seeresess sevsvees 0.36c 0.27¢ 0.23¢ 0.37¢ ee 
CG eck sesnsceut sieasenel -detacesel oeessaesl seacedeet .edsacessl coeoeae’ | re oe 0.58¢ 








*The upper line reading across the page includes men eating regular diet; the lower line, liquids which are counted as equal half regular diet. 


+As purchased. 3 
tNote that waste in each case is less than one cent per man per day. 
§Garbage, sueh as table waste, bones, peelings, etc. 


nothing original in the method employed in col- 
lecting the data or in its presentation, but there 
is not, in my opinion, sufficient information of 
this nature in tangible literary form, hence it 
seemed worth while to present the result of this 
study. 

To conduct a study of this kind it is necessary 
to weigh all the food consumed, and determine its 
composition. The analysis and calorie value may 


and a small amount of fat or muscle. If bread is 
made partly of corn flour, analysis must be made 
from time to time if the substitution is not con- 
stant in amount. Milk and cream were analyzed 
twice per week. 

All edible food wasted in the kitchen or in the 
mess hall must be deducted from the amount pre- 
pared so that actual consumption is measured. 
As a check on the general survey, a_ specially 
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supervised study of seven days in January and 
four days in March was made. Each operation 
was checked over very carefully by the nutrition 
officer and the figures compared with those ob- 
tained by the methods used from day to day by 
the kitchen personnel. It will be noted by ex- 
amining the tables that the figures obtained by 
each method correspond very closely. 

The method employed in collecting the data 
was accurate with one exception. During the epi- 
demic of influenza in November, the enlisted men 


TABLE 2. 
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were not uniform in all the wards. Computations 
revealed that the liquid diet might be as low as 
800 calories and as high as 2,000 per man per 
day. To simplify the matter, therefore, each pa- 
tient on a liquid diet was considered as consuming 
about half the food given in the regular diet. 
This may make the assumed consumption of the 
patients somewhat high, but as the number of 
men concerned was always small, the error is not 
of any consequence. 

The total number of patients was obtained daily 


WEIGHT OF PROTEIN, FATS, AND CARBOHYDRATES CONSUMED PER MAN PER DAY, AND THE WEIGHT OF THE 


MOST IMPORTANT CONSTITUENTS OF THE DIET AS CONSUMED PER MAN PER DAY* 








| 
: | ¥ 
k | S 2 3 
z 2) 8) e| Sie | BLE] E 
& + . < bis KE ue = = 
© ° to 2 7) 5 | 
3 5 Zz, a & oO les a a a | 
Nov. 554) 986) 144.36) 126. /576.58/846.94) 6.61) 0.53; 0.67 
Dec 63 | 566/129. 136. |463.8 |728.8 | 6.14) 0.56) 0.41 
Jan. -61 | 837/123.9 | 138.9/331. (593.8 5.66| 0.65) 0.36 
Feb. .62 | 708|)127.5 | 122.6/508.5 |758.6 | 6.4 | 0.61| 0.43 
Mar.13| .49 | 740|104.4 | 99. |417. (620.4 | 4.69, 0.50) 0.32 
Mar.14,  .505| 743/121. 147.5/417. 685.5 | 5.38! 0.85) 0.4 
Mar.15| .65 | 727\145.7 | 133. |658.3 | 937. 6.29) 0.60) 0.53 
Mar.16| .66 | 741/113. 213. |354. |680 5.6 0.57) 0.53 
Officers’ Mess. ( Patients.) | 
Feb. 18-28 
.326 35 128.4 | 154. |635.6 |919. 6.8 | 0.61 _ 0.37) 
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0. 


0.11) | 








| 2 | 8 
} = + + | & +) 
= “ + ; “ = 3 = < a 
5 = e > 3 = se | _ = 
| . ° ° ° . : . ° c < 
£ 2 2 2 =~ re ti ze 
Pa}; ai ala | a le le lei sis 
12) 0.94 2.3) 0.02 1.15; 0.3 | 0.094 O.8 | O08 | eccecce 17.1 
1l 0.7 2.7 0.25 0.9 0.2 | 0.155 0.41) 0.05 26 
06 0.79 2.3; 0.15) 1.02) 0.04) 0.06 0.4 | 0.05 ...... 29 
ll 0.95 2.4 0.2 1.1 0.08) 0.06 9.481 O.68 l.ccece 27 
0 0.48 2.4; 0.06; 0.70/)...... 0.005; 0.17) 0.01 |...... 20 
-0 0.606 1.9| 0.32) 0.61) 0.19] 0.027) 0.€ 0.03 eee 45 
-14 0.63 2.0; 0.18 0.9 0.0 0.038 0.59) 0.025 Beis ccese 
19 0.21 2.1 0.03 0.81; 0.0 | 0.04 0.2 | 0.085 \...... 18 
1.2 1.4) 0.2 0.73|. 0.13 1 0.01 30 


*The calculations were all made on the basis of the “‘as purchased”’ weight of the food. 


+Canned. 
tFresh. 
§Dried. 


were kept on duty in the wards over periods 
longer than usual. It was therefore impossible 
to prevent some consumption of the food by these 
men. The amount was not large but some food 
was undoubtedly lost in this manner. 

All food used in the patients’ mess was requisi- 
tioned daily. A separate requisition was made 
out for the sick officers’ mess. The sergeant in 
charge of the store room weighed the food. The 
menus were made by the dietitian and, being 
made each day, were based on the needs of the 
patients. Each ward sent in a request for the 
number of rations desired, and specified the num- 
ber of patients on liquid, light, or regular diet. 
Only a small number of patients, however, were 
on liquid and light diets. 

In the army hospital mess, three diets are gen- 
erally listed, regular, light, and liquid. The reg- 
ular diet consists of bread, meat, potatoes, fruits, 
vegetables, and pastries, and is given to most of 
the patients. A few patients may be on a light 
diet, which may or may not contain meat, and 
often does not differ greatly from the regular diet. 
Patients on a liquid diet are given milk, eggs, 
broth, and fruit juices, but seldom any solid food. 

During the period of study of the patients’ 
mess, it was necessary to know the food consump- 
tion of patients on a liquid diet. It was intended 
to deduct the food thus consumed, but this plan 
was found to entail too much work. The diets 


from the adjutant. By checking up the number 
served in the wards and in the dining room, it 
was possible to verify the number of rations actu- 
ally required and served. 

As soon as the patient was able to walk about 
without discomfort, he ate in the dining room of 
the patients’ mess adjacent to the kitchen. Pa- 
tients unable to walk had their food served them 
in the wards. The detachment of men on duty in 
the kitchen consisting of fifty-five men, except 
during November when the number was increased 
to sixty-five because of the influenza epidemic, ate 
in the dining room of the patients’ mess. They 
are included as patients on a regular diet, it beins 
impossible to weigh their food separately without 
incurring errors, and necessitating an immense 
amount of labor and supervision. 

The dietitian was given a daily record of the 
weight and cost of food consumed per day and 
the number of rations to be isued. After she 
had made the menus, the sergeant in charge 
supervised the selection and weighing of the 
articles of food. The bookkeeper made out an 
itemized statement giving the weight and cost of 
each article entering into the ration. Each ward 
was served the number of rations requested by the 
surgeon in charge. At the serving counter in the 
kitchen, slips were posted by the dietitian indi- 
cating to the men serving food the number and 
kind of diets to be given each ward. As the or- 
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derly appeared and called for the food for his 
ward, he was served the amounts allotted. The 
dietitian examined the requisitions from each 
ward and checked up the food consumption wit: 
the ration allowance published by the adjutant 
each day. 

When the food arrived at the ward, it was re- 


ories food 





Chart 1. Percentage of calories derived from protein, fat and carbo- 
hydrates, and the grams of protein, fat and carbohydrates. The 
total calories given are shown on this chart. The curve of calories 
per man per day is nearly parallel to the grams carbohydrates 
curve. The waste is given below, but is so smal] that it can not 
be adequately compared on this chart. 


heated over steam and served to the patients. 
The waste was collected from each ward and from 
the mess hall and weighed in a small building 
built for the purpose of handling garbage where 
it was sorted out and placed in receptacles. The 
garbage was separated into meat, bone, bread, 
peelings, fat, and orange and lemon rinds and 
coffee grounds, and sold to contractors. From the 
weight of garbage the waste per man per day and 
the waste per ward were computed. A report of 
the kind of garbage, and the waste per man per 
day from the various wards was compiled daily 
and submitted to the commanding officer. 

The food was classified as “‘edible” and “non- 
caloric.” The analyses of the food are based on 
the “as purchased” weight. On this basis, meat 
would include the bone, and apples, oranges, po- 
tatoes, and bananas would be weighed as obtained 
from the market. Under the caption “non-cal- 
oric” food were included soda, salt, pepper, bak- 
ing powder, etc., which give little or no energy 
to the body when ingested. Baking powder, how- 
ever, has some food value since it contains starch, 
as a filler, but as only a small amount was used, 
the food value was negligible. 

Waste was classified as “edible” and “inedible.”’ 
Under edible waste were included such articles 


THE MODERN HOSPITAL 


as bread, meat, potatoes, etc., which had 
been served to the men and left on their plates— 
in short, all foods which yielded energy, and 
should have been eaten, but had been discarded. 
Inedible waste included bones, potato and apple 
peelings, egg shells, etc. No unnecessary waste 
was produced in the preparation of the food. 
Potatoes were peeled by machine, bones were 
cooked, and soup was made from them. The 
waste per man is therefore based on the weight 
of edible food wasted by the men at the table. 

Vegetables and fruits were classified as canned, 
fresh, and dried. Under the term “dried vege- 
tables” were included dry beans such as navy or 
lima beans. Fresh vegetable included potatoes, 
onions, cabbage, etc. 


calories 





Chart 2. Curve illustrating percentage of protein, fat and carbo- 
hydrates in the ration aid the variation from month to month of 
these constituents. The protein curve is fairly smooth, as is the 
fat. Note how a lowering of carbohydrates lowers the calorie value 
of the ration. The curves are nearly parallel. 


The patients were not all seriously ill. About 
75 per cent were ambulatory. During November, 
the percentage may have been considerably less, 
especially during the first two weeks when the 
influenza epidemic was at its height. After the 
fever left the men who had influenza, or pneu- 
monia and empyema, there followed a period of 
intense hunger. An ordinary meal did not satisfy 
the craving for food. The energy value was not 
greatly increased, but more bulky food was given 
and the men ceased complaining of hunger. Of- 
ficers and nurses remarked that the intense 
hunger which nearly all the men recovering from 
influenza complained of, was unusual and that 
similar conditions in large groups of men had 
never before been observed by them.. Examina- 
tion of the table shows that over 4,000 calories 
per man per day were consumed. This amount 
is slightly larger than the average food consump- 
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tion of combat organizations as determined by the 
Division of Food and Nutrition of the Surgeon 
General’s _ office. Patients recovering from 
wounds, fractures, or empyema required large 
quantities of food, but at this time, November, 
scarcely a wounded man was in the hospital. 
During November and December, most of the 
cases were influenza and related complications, 
but during January, February, and March, most 
of the patients consisted of wounded men from 
overseas. In March, the patients had nearly re- 
covered, and the food consumption, as indicated 
by the tables, was greater than it had been at 
any time except November. Exercises were given 
most of the men to develop them, and this may 
partly account for the increased food consump- 
tion. 

The average energy value of the ration for the 
four months is 3,685 calories. This is a liberal 
allowance of food. Thompson’ states that a con- 
valescent should receive the same amount of food 





meat per 


Curves indicating acid base equilibrium, pounds 
man per day, and calories consumed per man per day. 


Chart 3. 


he would receive or care for if he were well and 
doing an equivalent amount of work. Seldom is 
the energy requirement of an individual less in 
convalescence than in health, if the activity is 
equivalent. The energy requirement is often 
more after fever when tissue must be restored 
and lost weight replaced. Undoubtedly, the cus- 
tom of eating large quantities of food during the 
training period caused the men to desire larger 
amounts of food to satisfy hunger (or habit) 
when they were recovering from sickness. If a 
convalescent has little to occupy his mind, the 
thought of food is very apt to be uppermost, and 
more food is consumed than under normal con- 





1. Thompson, W. G.: Dietetics. 
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ditions. If the bulk were increased and the 
energy value reduced, the patient might be just 
as well satisfied. This is actually the case as 
shown by questioning the men after they had 
eaten meals low in calorie value but of consider- 
able bulk. The average weight of the food per 
man per day based on the “as purchased” weight 
of the articles constituting the diet was approxi- 
mately 6 pounds. Much of this weight, however, 
was not edible food. The edible food as prepared 
for the table may not have weighed more than 314 
to 414 pounds. 

Two interesting curves are shown in Charts 5 
and 6. The curves giving the pounds of food per 
man per day are found to be parallel to the 
curves representing the calories per man per day. 
This would indicate that the ration was balanced 
with the idea of preventing fluctuation in com- 
position due to fatty foods or extremely bulky 
foods like fruits and vegetables. There is per- 
haps no better or simpler method for obtaining 
an idea of the skill exerted in composing a ration 
than the production of such curves. A study of 
the curves from day to day brings out many in- 
structive facts. Great fluctuations in either curve 
would indicate a lack of proportion and poor com- 
position. 

The distribution of calories agrees fairly well 
with the requirements considered essential by 
physiologists and dietitians. American diets a 





meat per 


pound 


Curves indicating acid base equilibrium, 


man per day, and calories per Man per day 


Chart 4. 


generally high in protein and fat. Hutchinson’s 
“Principles of Dietetics,’”* gives a list of diets in 


which the amount of fat is much less than is 
usually given in American dietaries. A ration 


containing 3,500 calories, of which 13 to 14 per 


2. Hutchinson, R.: Principles of Dietetics. 
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cent of the calories are derived from protein and 
25 to 30 per cent from fat, is considered a good 
distribution for a man in health. As most of the 
patients had no metabolic disturbances, and were 
rebuilding their bodies, this proportion would per- 
haps be well fitted to their conditions. Under 
some conditions, a low protein diet is advisable; 
perhaps many patients may be found who cannot 
endure a diet containing much fat, and in a large 
hospital, one must consider the individual as well 
as the average. The tables indicate that for the 
period of four months, the average consumption 
of protein was 14.6 per cent of the total calories 
and of fat, 33.9 per cent—values not very far 
from accepted standards. 

The amount of protein for the four months 
averages 131.4 grams per man per day, all men 
considered as on the regular diet. About 64 per 
cent, or 85 grams, of the protein was derived 
from animal sources—meat, milk and eggs—and 
approximately 40 grams were derived from meat 
alone. Over 2.3 pounds of milk were consumed 
per man per day during the four months under 
consideration, an amount which would yield 
nearly 38 grams of protein. However, if a larger 
percentage of the protein were derived from 
meat, it might be deemed undesirable to give so 
great an amount. A high percentage of protein 
derived from purin-containing foods like meat is 
not recommended. Most of the patients were 
well as far as digestive and metabolic functions 
were concerned. Whether a low protein diet 
would have been as favorable might be questioned. 


TABLE 38. DATA ON FOOD CONSUMPTION OF OFFICERS’ 
MESS, FEBRUARY 18 TO FEBRUARY 28, 1919, INCLUSIVE. 
ans nee eee AACE SCACES SECRET AM OME DS 392 
rr i en ces cca Gh ancien eer ercabadeéweewaes 35 
ss eee aia C6 eee bebe kee eenediaradehene seas 1 
CS SE ee eee ee ee re ee $318.00 
EET ETE OTT TTS CTT TEC TTC T TT OEE 2643 
Pounds non-calorie food (such as soda, salt, etc.)............. 18 
REE MOD GE BOB cc ccc ccccccccvcccscvesececesccesccsscece 2661 
nn wcih cece ON Re See seneeweeteaie $0.826 
ee ee og cance ub ebeetesenseenivesedoncesoees 11.9¢ 
Average calories per man per day...........eeeeeeeeeeeeceeee 4097 
i cdc a ebb oe ahs dh et bees bbbg ss bechvee ven 54 
Average calories consumed per day...........-seeeeeeeeeeees 4043 
Do ccen cee scecesescaceusessceceoseces 11.6 
Be GS GE nbd 00 csc cdccccccesccecceseesscecoesosns 31.6 
Per cent calories carbohydrates .........cccecccccccecccccces 56.8 
Grams protein per man per Ns cee dabekan neath eee ee abril 129.39 
Animal protein 75.46 lbs. for li CG ctecinceeddecmesasanned 75.46 
Pat Cems Geelnnl PretelRe occ cccccccccccccccccccccscccsceccees 69.8 
Pounds food per man per day (as purchased weight).......... 8 
Calories per pound of f00d..........cccececccccccccccececees 600 
Total pounds waste per day............ceeesceeceeeeeereneees 3.2 
CGD GOONS WET TBM oc ccc cccccccccccccecccccscccccescesse 1.45 
Calories Of waste per MBM... .cccccccccccccccccceccccecccsses 54 
Gast OF WEG PEF WAR. ccc ccccccccccccccccccsccccceccccscccce 2 = 


Pounds of meat per man per GAy........-.eceeeeeceeeneeeeees 


Thompson! gives a large number of convales- 
cent diets in which 8 to 12 ounces of meat per 
man per day are prescribed. Perhaps as gvod 
results as were achieved at Camp Custer Hospital 
could have been obtained with much less protein, 
but ne comparative data are at hand to indicate 
what proportion is best in actual practice. The 
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amount of meat given per man per day is smaller 
than the amount usually given in army hospitals. 
One must also consider the feeling of the men to 
be fed. No officer is likely to resist long the 
clamor of the patients for some article of food 
of which they are especially fond. The army 
ration usually contains a large amount of meat, 
and it is often hard for the patients to accustom 
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themselves to smaller amounts when they reach 
the hospital. To the believers in the Chittenden 
standards, the amount of protein given may seem 
fur too large, and the appetite no reliable guide 
in the choice of food. 

The difference in the kind of meat consumed 
causes fluctuations in the matter of total calories, 
and percentage of protein and fat as shown on 
March 16 (Table 1), but the kind of meat was 
not the determining factor when a long period is 
considered, as the following data indicates. Dur- 
ing November, December, January and February 
there was consumed per man per day the amounts 
of meat expressed in pounds as shown in Table 5. 


TABLE 5. AMOUNTS OF MEAT USED, NOVEMBER-FEBRUARY 
Beef 
Beef Organs Pork Samah Veal Fish Cate 
Ib. Ib. Ib. lb. Ib. 

November .... 0.25 0.009 0.05 0. - 0.055 0.021 0. ier 
December .... 0.2 0.014 0.073 0.03 0.23 0.048 0.139 
January ...... 0.259 0.017 0.102 0.081 0.03 0.059 0.092 
February ..... 0.38 0.005 0.139 0.05 0.064 0.010 0.07 
TABLE 6. 


AMOUNTS OF FOOD IN COMPARISON WITH TOTAL 
CALORIES 


November December January February 
126 12 


IE IR cna ree age cue baeck at 138.9 122.6 
Grams carbohydrates ........... 587 463 331 508 
Orr ee 0.53 0.56 0.65 0.81 
error 0.67 0.41 0.36 0.43 
ED SE sic cdachadencwneon’ 6.61 6.14 5.66 6.4 
Calories per man per day...... 4,235 3,783 3,227 3,811 


Table 6 shows that the meats were fed in con- 
stantly increasing amounts especially the chief 
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constituents, beef and pork. In January, the 
calorie value was lower than during the other 
three months, but the amount of meat consumed 
was higher than in November and December. 
The fat content was higher in January than in 
any other month studied, but the carbohydrates 
were lowest in amount. The amount of bread, 
milk and flour consumed was also smaller than 


Av. 3764 


« 336 





Chart 6. Curves showing percentage of calories derived from protein, 
fats and carbohydrates and the total calories contained in _ the 
ration. The lower dotted curve shows the grams of protein given 
per man per day. Curves showing cost of food and pounds of 
food per man per day are also given. 


during the other three months. It is evident that 
foods which contain carbohydrates are necessary 
to supplement a diet fairly rich in meats to in- 
crease its energy value. The ration may be high 
in energy, due to the use of pork and bacon as on 
January 14 (Table 4), but not enough meat, rich 
in fat, is given each day to bring up the calorie 
value. Carbohydrates may increase the energy 
value enormously as on March 15 (Table 2), for 
on this day 658 grams were consumed. So large 
an amount is unusual, and was due to the con- 
sumption of bread, biscuits, and jelly. 

Discrimination in the amount and source of 
carbohydrates is indicated in the menus. Some 
forms of pastry may cause considerable digestive 
disturbance. The action of sugar in large quan- 
tities is irritating to the digestive tract, or may 
be the cause of fermentation. Puddings and light 
cakes seem to be digested more easily than pies. 
Carbohydrates are a cheap source of energy, and 
when supplied in the form of bread, cereals, etc., 
balance up the diet and increase its physiological 
value. The craving for sweets must be satisfied, 
and much skill is required to plan menus which 
contain the proper amount. ’ 

Charts 1 and 2 show that the curves giving 
the calories per man per day are roughly parallel 
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with the curves giving the percentage of calories 
derived from carbohydrates. This relation is not 
true if large amounts of fat are consumed as on 
March 16 (Table 1). As previously stated, when 
a large number of days is considered, it is found 
that the calorie value of the ration is not de- 
termined mainly by the amount of meat con- 
sumed, as shown in Charts 3 and 4, but by the 
carbohydrates consumed. It is, therefore, im- 
portant that proper consideration be given in the 
selection of the carbohydrates. Rations high in 
meat are often deficient in calories and in bulk. 
Much stress is always placed on the protein in the 
diet, and properly so, but the carbohydrates should 
require as much attention as any factor, and the 
foods that are to supply the greater part of the 
energy should be selected with judgment and dis- 
crimination. 

Vegetables and fruits formed a large part of 
the diet, and were well distributed. Potatoes are 
included as a fresh vegetable. Fresh fruits and 
vegetables were given to the patients each day. 
Dried and canned fruits were used in large quan- 
tities, but not to the exclusion of fresh fruits. Ap- 
ples, oranges, bananas, and pears, with occasion- 
ally grapes, were the chief fresh fruits used. On 
account of the high cost of fresh vegetables dur- 
ing the winter, the supply was somewhat re- 
stricted, and consisted chiefly of potatoes, onions, 
carrots, turnips, beets, celery, cauliflower, cab- 
bage, and sometimes head lettuce. 

All patients who showed any serious derange- 


TABLE 4. SUMMARY OF RATION STUDY (DURING WEEK OF 
JANUARY 13-19, 1919) 
oO © £ = £ Be 
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eee 3420; 15.8) 88.4) 45.7| 76. 24. 6.02 559) % 
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=F =3 g 8 =] © =] ag 
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Thursday il Bu. itenndl anaans 75884 11.3; 145.73 
PHEGRT ccccces Cie f seecael esotee 3040 4.1) 108.96 
Saturday 10 O.Be | cocceel covcce 17724 25. 108.9 
Sunday ...... 9 OG. | ccsess | sesese 17778 24.4 181.6 
Average ..... 10.3' 0.805 473) 0.74| 20820 80.6' 121.85 


ments in their metabolic functions were placed 
under the care of a dietitian, who devoted her 
time entirely to this kind of work. Cases of dia- 
betes and albuminuria were given special diets 
and these patients were not allowed to eat at the 
regular mess. The dietitian watched the men 
while eating to see that they received the food 
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prepared for them. A special diet kitchen was 
established for this work. 

Owing to the large consumption of vegetables, 
fruits and milk, the ration was alkaline. Occa- 
sionally it might be acid, especially if the con- 
sumption of certain fruits and milk was low, as 
on March 15 (Table 2). The acid-base figures 
were computed from tables compiled by Dr. H. C. 
Sherman and published in his book entitled “Food 
Products,”” and from figures transmitted to me 
by Dr. Sherman through personal correspondence. 
Dr. N. R. Blatherwick was also consulted in re- 
gard to some of the figures. No corrections were 
made for organic acids not oxidized in the body 
such as are found in prunes and cranberries, nor 
for sulphur which may have been added to dried 
apples during the drying process. Whether it is 
necessary for the diet to be neutral or alkaline 
when a liberal amount of protein is consumed, is a 
question physiologists have not definitely settled 
for us. The difference between a hospital diet and 
the diet of a combat organization is rather strik- 
ing. The hospital diet is nearly always alkaline, 
and the company diet acid. Only in cases in 
which organization reduced the amount of meat 
consumed, below that of the average, and ex- 
pended more than the average allowance for 
fruits and vegetables, were the diets alkaline. No 
one has conclusively demonstrated the complex 
relation between diet and disease, but if any ex- 
ists, it had ample opportunity to assert itself. 
Studies made by the section of food and nutrition, 
Surgeon-General’s office, seem to indicate that 
there may be some relation, but on account of the 
varied activities of the men, the opportunities for 
exposure to disease, and the long periods of study 
required, no definite conclusions could be formu- 
lated. More work of this nature should be under- 
taken in the large hospitals. 

Data compiled at the laboratory seem to in- 
dicate that the urine of men fed on the diet as 
given in the company mess is acid. Of 205 pa- 
tients whose urine was examined at the Base 
Hospital laboratory upon entrance to the hos- 
pital, only 7 had urine neutral to litmus, and 5 
had alkaline urine. Two hundred and seventy- 
four examinations of urine were recorded, of 
which 262 indicated acid urine. Only 7 examina- 
tions made of men while in the hospital are re- 
corded, of which 2 are alkaline, 4 acid and 1 neu- 
tral. It is regretted that more data are not avail- 


able and that the history of the patients could not 
be followed as their diet changed. 

The cost of the ration is shown to be dependent 
largely on the kind and the amount of meat and 
eggs, and to a lesser extent on the quantity of 
milk and fruit consumed. While fresh vegetables 
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and fruits are expensive, the amount of meat 
from the standpoint of nutrition, can be reduced 
and be replaced by fruits and vegetables to good 
advantage. On March 16 (Table 1), the cost of 
the ration as indicated by the tables, was 66 cents. 
Pork loin and eggs were responsible for increas- 
ing the cost. The quantity of fresh fruit given 
that day was less than half the amount given 
March 14, although the amount of fresh vege- 
tables was slightly greater March 16. On March 
15, no eggs were served, but beef and oysters con- 
stituted the meat constituents of the ration. Had 
it not been for the oysters, the cost would have 
been much less on that day. On March 14, the 
amount of meat was high, but the cost was low, 
since fish formed the greater part of the meat 
consumed. Pork and beans for supper and oat- 
meal for breakfast constituted the chief constitu- 
ents furnishing protein, and their cost is small. 
March 13, dried beef, fresh beef, and macaroni 
were used, and the ration cost 49 cents. A small 
amount of fresh fruit was used, and the fresh 
vegetables consisted of beets, potatoes, and cab- 
bage. During February, most of the patients 
were able to walk about and the amount of meat 
consumed was greater, having increased to 0.8 
pounds per man per day. The cost of the ration 
was alse greater than during the preceding month 
of January, and the energy value was greater. 
During December, the cost was increased by the 
Christmas dinner and part of the New Year’s 
dinner. Large quantities of milk, fresh fruit, 
meat, and canned vegetables were cansumed, and 
the market facilities were not as good as during 
November and January. 

The figures compiled during the week of Janu- 
ary 13-19 (Table 4), indicate by per cent the 
amount of waste in proportion to the amount 
served. Considering that in many well-regulated 
messes the waste amounts to from 1 to 10 per 
cent of the ration issued, that in a hospital might 
reasonably be expected to be even greater. That 
ii was small, shows how effective the system of 
checking proved to be. 

The weight of edible food wasted was very 
small. The average weight of waste per man per 
day in ounces for the four months was 0.4 and 
it increased during March. The cost of the waste 
per man per day was 0.346 cents or 0.58 per cent 
of the average value of the ration. This value 
is based on the “as purchased” weight of the food, 
and is somewhat low as the edible food is worth 
more per pound. The inedible waste, such as 
bones and peelings, and the table waste, consisting 
of scraps of bread and meat, were sold. 

A study of the figures on waste given in the 
tables indicated that if the waste of edible food 
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from the table is reduced to the utmost, the value 
of the inedible garbage reduces the loss from 
edible waste materially, from 44 cents to 31 cents. 
These figures were obtained from studies made 
during the four days of March (Table 1). All 
waste was carefully measured, and the constitu- 
ents separated and weighed so the value could be 
determined. 

The data from the sick officers’ mess (Table 3), 
were compiled for comparison with the enlisted 
men’s mess. The amount of meat consumed was 
larger than that of the enlisted men, and consisted 
of cutlets, chicken, and beef tenderloin which is 
expensive. More fresh fruit was also consumed. 
Otherwise, the amounts of food consumed were 
nearly equal, except milk, of which the officers 
consumed less than the enlisted men. The differ- 
ence in cost is rather striking as the calorie value 
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is not much greater than that of the patients’ mess. 

The composition of the food was determined 
from Bryant and Atwater’s tables of analyses, and 
from analyses made by Major Milner for the food 
division, Surgeon-General’s office. The acid base 
figures were obtained from Dr. Sherman’s tables 
in his book entitled “Food Products.’ 

The data for this paper were collected under 
the supervision of Col. Creighton, camp surgeon, 
and Col. Irons, commanding officer of Base Hos- 
pital at Camp Custer. The dietitians, Miss 
Wright and Miss Stevenson at the base hospital, 
aided in collecting material, and in giving help- 
ful suggestions. The data on acid and alkaline 
urines were collected by Capt. Burhams of the 
laboratory at Camp Custer. The earnest co- 
operation and interest shown by Col. Irons greatly 
facilitated the work. 


CAN HOSPITAL EQUIPMENT BE STANDARDIZED ?* 


Agreement on Requirements and Co-operation With Manufacturers Will Achieve Desired 
Result—Some Reasons Why Standardization of Buildings is Impracticable— 
Conservation of Human Energy Chief Goal 


By EDWARD F. STEVENS, A.I.A., ARCHITECT, Boston, MAss. 


HE great problem today in every branch of 

industry and science, whether in the factory, 
the store, the hospital, or the home, is the con- 
servation of human energy. The methods by 
which this can be effected and the end-results 
attained are interesting every institution. The 
end-result desired for the hospital, is the speedy, 
successful convalescence of the patient; and much 
can be done toward attaining it by planning the 
detail and the equipment of the hospital. 

The subject of the planning of the hospital has 
been many, many times discussed; but less has 
been said about the details and equipment. 

The “ideal” hospital has been planned many 
times but has been found, when built, to lack that 
idealism which its author sought; perhaps from 
the lack of proper functioning of one part with 
another; perhaps because medical and surgical 
science had advanced while the building was 
being erected. 

The standardizing of hospitals from the plan- 
ning of the building to the discharge of the pa- 
tient has been much discussed, and is being con- 
sidered here at these meetings; but is it possible 
to bring about any standard plan which will be 
equally successful for any site other than the one 
for which the building was planned? I think 
not. This was found impracticable even in the 


*Read at the Twenty-first Annual Convention of the American Hos- 
pital Association, Cincinnati, Ohio, Sept. 8-12, 1919. 


large units of the recent army hospitals; for even 
on the southern plains and the western prairies, 
it was not always possible for the hospital to 
“face the cantonment,” or for the standard plan 
to be carried out; for the ground was not always 
level, and the sun will rise in the east and set in 
the west, no matter where the hospital site is 
located. And so with the civic hospital; the as- 
pect, the environment, and the limitations of the 
site must al! be considered. 

In the matter of equipment, however, it is dif- 
ferent. Standards which have been found from 
practice to be the best can and should be secured 
—standards which, by their simplicity of con- 
struction, freedom from expensive repairs, and 
hygienic qualities should appeal to the good judg- 
ment of the head of every institution. 

This is particularly true in regard to plumbing 
equipment. With the number of hospitals bein 
built today, why should we be satisfied with the 
fixture designed ages ago for domestic uses when, 
by making new molds, simpler, more hygienic, 
and more practical fixtures can be had? 

Take, for example, the wash-bow] or basin. In 
the modern hospital of today, the fixed basin is 
being placed in practically every patient’s room, 
and the average basin which is being offered by 
the fixture dealer lacks the first principle o. 
hygienic construction. 


3. Sherman, H. C.: Food Products 
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Did you ever see one of these basins broken 
open so as to show the inside of the overflow ?— 
for it is always carefully concealed from view by 
a screen of some sort. I went to a dealer the 
other day and asked him for a discarded basin. I 
had it broken so as to show just what was on the 
inside of this overflow—that it was not exactly 
what one would wish to have near a very ill pa- 
tient. The foulness that existed there exists in 
90 per cent of the bowls sold today within six 
months after they are installed. To overcome 
this, it is necessary only to omit the integral over- 
flow and to demand a visible, cleanable standpipe, 
which, if made of celluloid, is no more trouble 
to apply than the regular plug. 

But for the every-day use of “scrub-up,” or for 
filling basin or pitcher, why fill the bowl at all? 
Why not wash as the Moslems always have, under 
running water? To do this, a simple combination 
fixture can be used which delivers both hot and 
cold water through the same nozzle; and by the 
introduction of slightly elongated handles to the 
faucet, you have at once an _ elbow-controlled 
valve, suitable for scrubbing-up, for examination 
of patients, or for any other purpose. 

In planning the plumbing equipment for the 
United States overseas hospitals, a standard cock 
was designed for use in all basins, sinks, tubs, 
bathing trays, slop sinks, and even the autopsy 
tables. The only change between the surgeons’ 
scrub-up and the kitchen sink was that in the 
latter a plain handle was substituted for the elbow 
handle and the spray attachment was omitted. 

It may not be possible to standardize the trap, 
for different building codes have different re- 
aguirements, but there is one general requirement 
which I make in my own practice, and that is 
that there be a clear way from the bottom of the 
bowl, tub, or whatever the fixture, to the water 
line of the trap. This requires a removable 
strainer, but it does allow for the thorough clean- 
ing of the waste to the water line. 

The equipment for the bathing of patients, 
large and small, is one on which not enough 
thought has been expended. In many of the 
large hospitals of Europe, and I am glad to say 
in this country, also, no patient is admitted with- 
out being bathed—not put through a tub of water 
which becomes fouled as soon as entered, but 
actually bathed in running water by the attend- 
ant—for there is a difference between tubbing 
and bathing. 

While this form of bathing can be done in the 
regular tub, it is accomplished with much dis- 
comfort to the attendant as well as to the patient; 
so the slab bath or tray has come into quite gen- 
eral use in some hospitals. To warm these slabs 
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for the comfort of the patients, hot water can be 
drawn a few inches in depth just previous to the 
bath’s being given, while for the infant’s bath 
the hollow portion under the slab can be filled 
with hot water which will warm the slab for 
hours. 

The deep tub for those who can bathe them- 
selves, can be greatly simplified and standardized 
as to size, water supply, and outlet. 

The continuous flow tub or water bed used now 
in the psychiatric departments of the hospital as 
well as for treatment in other departments, 
should have certain standard requirements not 
now obtained in many makes. 

And so we might go through the entire list of 
plumbing fixtures—floor traps, those most for- 
gotten of fixtures; standard non-hand-touching 
fixtures for departments for communicable dis- 
eases; slop sinks—the béte noir of every hospital; 
and the kitchen sinks. All of these, with careful 
study with the leading manufacturers, can, I be- 
lieve, be simplified and standardized to give a 
greater efficiency. 

Much has already been done to standardize the 
laundry and kitchen equipment, and one may ob- 
tain bids from various manufacturers from one 
specification, the tendency being toward simplifi- 
cation. Not enough thought, however, is being 
given to the hygienic construction to reduce the 
labor in properly caring for the fixtures. This 
will be noted if we compare the fixtures in this 
country with those in similar institutions in 
Europe, where in many cases the hygienic con- 
dition of the equipment of the kitchen equals that 
of our operating departments. Our manufac- 
turers are ready to make these improvements if 
the hospitals will only demand them, and a stand- 
ard can be determined upon. 

With Mr. Kimball’s paper on heating and ven- 
tilation, I hesitate to call attention to possible 
standards which might be adopted which would 
simplify the care of the apparatus without loss 
of efficiency, for example: The smooth radiators 
suspended from the wall, leaving the floor free; a 
simpler method of introducing fresh warm air to 
the room; and a simpler method of ventilation 
than is commonly practiced. 

To standardize the furniture in the patient’s 
room would cause a monotony which might be 
depressive, but the construction of the beds, the 
screens, and the bedside tables should have stand- 
ard requirements. 

Perhaps there is no subject about which there 
is a greater divergence of opinion than how tr 
care for patients’ clothing—from the individual 
locker to the common room with hooks on the 
wall. A method which I found in use in a large 
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European hospital, which has been used in many 
of my own hospitals, and which, perhaps, I have 
mentioned before, is the washable individual 
locker made of heavy cloth, held in shape by a 
loose metal grille at top and bottom, and hung 
on simple metal rods in the general elothing room. 
The patient can place the clothing in the locker 
in the admitting room, tie and seal if desired, and 
when discharged may remove the garments in 
the same condition as when put in. 

Great economy can be shown by standardizing 
the size of sterilizers, so that the dressing drums, 
for instance, of one manufacture can be used in 
the sterilizer of another make. 

With a number of rooms needing sterile water, 
greater simplicity and efficiency is shown by =: 
central water sterilizer or still, with water con- 
ducted to the various locations needed, and re- 
heated at the point of outlet. 

There would seem to be less thought expended 
on the subject of hospital hardware than on 
almost any other item of equipment. The cloth 
“gag’”’ tied around the noisy latch bolt of the ex- 
pensive lock is a common sight in the majority 
of hospitals, when a simpler and cheaper piece of 
hardware, eliminating the latch bolt, would add 
greatly to the efficiency, and a standard could 
easily be reached which the manufacturer would 
be glad to follow. 

While I have merely touched on some of the 
possibilities of standards of hospital equipment, 
the subject is one which should be carefully con- 
sidered by a large committee, whose findings 
could be given to the hospital world. 


HOSPITAL SOCIAL SERVICE—A FEW POINTS 


The Duties and Privileges of the Social Service Depart- 
ment—Its Personnel—The Question of 
Volunteer Help 


Just what is the purpose of a hospital social service 
department? This question, so often discussed among 
hospital administrators, is answered by Etelka Weiss, 
R.N., director of social service in the Hebrew Hospital, 
Baltimore, Md., in the Social Service Quarterly. 

One often hears beautifully expressed, idealistic, but 
rather hazy and unsatisfactory, replies to this query, 
Miss Weiss, however, sidesteps all vagueness when she 
gives the following concise definition of the purpose of a 
hospital social service department: first, to enable the 
physician to give more intelligent service to the in- 
dividual patient by bringing social facts about the pa- 
tient to his attention; second, to supplement the treat- 
ment by such services as the patient needs but the doctor 
can not give; third, to coordinate all medical care needed 
by the patient which can not be obtained in the same 
department of the hospital; fourth, to make it as little 
humiliating as possible for the self-respecting poor who 
need the free services of the doctor and the hospital, at 
the same time eliminating the abusers of free hospital 
care; and fifth, to act as an educational agency along the 
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lines of public health in the community which it serves. 

In order to carry out these purposes most satisfactorily, 
the director of the department should be a trained nurse, 
who, because of her considerable experience in dealing 
with human ills, is best fitted for the work. Especially 
is this true if, in addition to her experience, she has had 
some special training in social economy. 

If the size of the hospital permits it, a financial investi- 
gator, who need not be a nurse, should be added to the 
staff. The worker herself should not be called upon to 
make definite financial investigations, for this decreases 
her prestige and influence in the community and is likely 
to dispel, instead of inspire, the confidence of the clientele. 

The employing of volunteer help in hospital social 
service work is beset with difficulties. The taking of pa- 
tients to and from the dispensaries is about the most 
useful help a volunteer can render unless she is a trained 
worker. Volunteers might be utilized for office work, 
but this is seldom a safe practice, for, unless they have 
had office experience, they are likely to work havoc in the 
department records. The system of record keeping should 
be simple and complete. Elaborate records are both ex- 
pensive and unnecessary. 

It is advisable that a hospital social service depart- 
ment should have an available fund at the disposal of its 
director. Many times the constructive work in a family 
may be arrested for the lack of a few dollars with which 
to buy some articles of infinite value to a member of the 
family, but for which no organization seems to have a 
fund and which, consequently, no one supplies. This is 
nothing short of wasteful. It is foolish to spend time and 
effort in curing a man of a certain kind of stomach trouble 
when he has pyorrhea and what he needs is a set of teeth, 
for which, alas, the social service department must pay. 

The esthetic should not be ignored. The office in which 
private interviews are held should be made as attractive 
as possible, for the psychological effect of a dingy, ugly 
office on the minds of the client and workers is not good. 
When a patient enters the social service room he enters 
into the abode of a friend in need. A conglomeration of 
office furniture, files, papers, records, revolving chairs, 
and dust is not very encouraging to the troubled person, 
and he will instinctively put himself on the defensive 
against the official prober into the whys und wherefores of 
his troubles, to whom he has been forced to go in his ex- 
treme need. If, in addition to this, the worker calmly 
goes on with what she happens to be occupied, pays no at- 
tention to the “intruder” and, after five or ten minutes 
(it is well to remember each minute is a veritable cen- 
tury to the person in trouble), she fires a deliberate: 
“Well?” at the applicant, some of the strongest founda- 
tions for constructive work are shattered. A clean office, 
a pretty wall, a few pictures, perhaps a few flowers, and 
a smiling “Won’t you just sit down and I will see you in 
a few minutes?” make a world of difference. 

When the social service department office is situated in 
the dispensary, the best policy the director can follow, in 
determining just where its sphere begins and ends, is 
simply to be of-as much service to the dispensary staff, to 
the patients, and to outside agencies as it is possible to 
be without encroaching on other workers’ fields or allow- 
ing herself to be imposed upon too much. This is indeed 
a difficult feat and requires much tact, but tact is an es- 
sential requisite of the hospital social worker. 

The results obtained by an efficient social service de- 
partment manifest themselves not only by the actual num- 
ber of cases handled or by helpfulness to other agencies 
doing social work, but by the successful termination of 
efforts when dealing with individual cases. 
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Should the Hospitals Strike? 


The right to organize, and if necessary to strike 
to obtain an income sufficient to defray necessary 
living expenses is universally conceded to indus- 
trial. workers whose services the community re- 
quires; if to industrial workers, why not to hos- 
pitals? The services of hospitals are necessary— 
increasingly so day by day, and the depreciation 
of the dollar is eating into the hospitals’ vitals. 
What means has the average hospital of recover- 
ing financial health? Let us see. 

There is, first of all, the item of actual hospital 
earnings, consisting mainly of patients’ pay- 
ments. In this department increased income to 
balance in part a rise of from 75 per cent to 90 
per cent in maintenance costs during the past 
five years, may be obtained either by raising 
rates, or by increasing the number of paying pa- 
tients. In most communities, the relative num- 
ber of paying patients has increased without 
effort on the part of the hospitals, owing to en- 
hanced individual or family income in this coun- 
try during the world war. Moreover, many 
hospitals have judiciously advanced their ward 
and private room charges in proportion to the 
increase in maintenance cost. If there are any 
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that have not done so, and if, as I believe, the 
depreciated dollar is with us to stay, the sooner 
such hospitals resort to appropriate action, the 
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better for their financial health. Patients who are 
prospering will understand the situation, and will 
pay without grumbling. It follows that payments 
made on behalf of patients by insurance carriers, 
under state compensation laws, or appropriations 
voluntarily granted by municipalities for the sup- 
port of “public charges,” should be correspond- 
ingly increased. In these departments many hos- 
pitals have not yet claimed what is due them. 

But a considerable part of the work of the av- 
erage hospital continues to be done gratuitously, 
and will be, let us hope, at least until sickness 
insurance is universally provided. The gratuitous 
work of hospitals is supported either by contribu- 
tions which are currently received and exhausted, 
or by income derived from permanent funds that 
have been established by gift or legacy. 

In the past, hospitals were esteemed fortunate 
in proportion to their permanent investments ; the 
permanent investment eased the minds of hos- 
pital managers, for with reasonable care in the 
placing of the principal, the income was secure, 
and not subject to depreciation. Then came the 
war; followed war prices; followed, more terrify- 
ing still, post-war prices, and hospitals which had 
planned their work on the basis of income from 
invested 
themselves—facing a deficit that looms larger 
with every passing hour. 

The war and its train of events have impover- 
ished the hospitals, and today they stand facing 
a gloomy future. Those whose reserves were 
slender are threatened with an immediate cur- 
tailment of their work; the evil day may be 
farther off for those whose resources were some- 
what greater but for them, too, disaster is pos- 
sible. 

What’s to be done? Shall the hospitals borrow 
a leaf from the book of industrial history? 

Labor will not be defrauded—wages must be 
adjusted to conform to the newer currency stand- 
ard. Through organization, chiefly, labor quickly 
reestablishes its right to a living wage. Through 
organization, labor compels the community at 
large to acknowledge and to provide for its needs. 
Through organization, the hospitals can do the 
same. The hospitals are but an arm of the com- 
munity itself, as the industrial working class is 
part of the body politic. The starvation of labor 
in any vital industry would impoverish and per- 
haps paralyze the state; the starvation of the 
hospitals would materially weaken the whole of 
society. It is appalling to contemplate what it 
would do to the dependent sick. Not in selfish- 
ness, not in greed, not in a spirit of class hatred, 
but in the honest desire to serve, the hospitals 
should act and act speedily. Every man and 
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woman in the country must be made aware of 
the reasons why the invested capital of hospitals 
must be doubled! 

No need after this is done for the hospitals to 
close their doors. If the American Hospital As- 
sociation, which will meet before these lines ap- 
pear in print, should fail at Cincinnati to start a 
movement towards this end, it will have failed 
to perform the duty of the hour. 

S. S. GOLDWATER, M.D. 








A Red Apple and Wisdom 

Again the apples are turning red, and they re- 
mind you, perhaps, of a lane, a wonderful appe- 
tite, a barefoot youngster, and other red apples. 
Perhaps, once upon a time, you stood just outside 
of an orchard fence considering the apples. You 
were getting your bearings and making up your 
mind. Then suddenly you were startled by a kind 
voice saying, “Here, boy, catch.” An old man 
with a basket on his left arm stood just inside 
of the fence; in his right hand, poised to throw, 
was a red apple. He smiled and threw. You 
caught the apple and said, “Thank you,” in con- 
fusion. Then you ran home and fed the cat and 


heaped the woodbox over with fire-sticks for your 


mother, not merely to be good, but just to get 
used to the revelation of the apple, feeling that 
you needed more room to live in than all outdoors 
affords. 

Well, that red-apple incident is a parable. On 
such occasions more goes on inside of us than 
we know. The old man is gone, but he left us 
with a debt to pay—and pay—and pay. You are 
now a hospital superintendent, or a nurse, or 2 
doctor. You own the orchard, so to speak. How 
often do you say, “Here, boy, catch”? Do you 
pay the old man in that way? 

The writer recently walked into the laboratory 
of a large western hospital. There the pathol- 
ogist sat on a stool by his table, disgruntled and 
discouraged. We introduced ourselves, then 
talked. Gradually these facts developed: The 
pathologist was competent and devoted to his 
work. He was well paid. But the laboratory 
routine, day in and day out, unrelieved, had the 
best of him. Not in eighteen months had the 
hospital superintendent been in the laboratory; 
not a doctor had gone to him with an expression 
of gratitude for his reports. The doctors were 
grateful, but had not said so. There were no 
staff meetings. Nobody cared much about any- 
thing—doctors, superintendents, trustees, labora- 
tory workers, nurses—they lived in a drab world. 

And now what? Well, the superintendent was 
a failure, an utter failure. He knew enough. He 
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had enough training and intelligence, but very 
little wisdom. To give away a red apple was 
beyond him. To recognize with a pleasant word 
the tact and sense of a nurse with a difficult 
patient was beyond him. 

But to think forward is the thing. The spirit 
of, “Here, boy, catch!” would change that hos- 
pital as though Robin Hood came out of the woods 
again in the moonlight and touched the wards to 
poetry. Just for a red apple or two the whole 
hospital would always feed the cat. May we ask 
how often you, the superintendent, go from the 
kitchen to the garret of your hospital and how 
much of the sunlit principles of wholesome sense 
you scatter as you go? And while we are on this 
subject, isn’t it worth while any way to start off 
each morning having forgiven everybody every- 
thing? 








Renewed Need for Hospital Economies 

Making ends meet in operating a hospital was 
always difficult. Today, the continuing high cost 
of materials and services complicates the problem. 
The management and superintendent are put to 
their wits’ end to make the income cover the out- 
go. Most superintendents feel that they have 
already exhausted all means of economy, and that 
little can now be done, except to secure a larger 
income. Such a condition of efficiency may exist 
with some hospitals, yet the discovery of new 
sources of economies in manufacturing plants, 
which in the past have been examined in all pro- 
cesses, lend the hope that there may still be some 
features of operation in hospitals which may be 
simplified. 

At this time of high costs, it may be of advan- 
tage to list some of the features of hospital opera- 
tion that are most often subject to improvement. 

There should be a standard of heating efficiency 
for each hospital, taking into consideration its 
geographical and topographical location, its ex- 
posures, window openings, height of ceilings, wall 
construction and amount of radiating surface. 
Competent heating engineers can determine for 
each hospital, the amount of coal that should fill 
the requirements. If more is customarily used 
than the calculation indicates to be necessary, the 
heating plant and its operation should be exam- 
ined. Such an examination so far as it relates 
to the regulation of radiators and the opening of 
windows, can be made by the superintendent. An 
examination of the quantity of water evaporated, 
the quantity of condensed steam and its tempera- 
ture returning to the boiler, in most cases, would 
require the assistance of an experienced heating 
engineer. It was discovered in one hospital, 
where an excessive quantity of coal was used, that 
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the windows were all opened at night, with a full 
head of steam on in the radiators. Naturally 
coal was wasted. A superintendent could have 
discovered that source of waste, but did not. It 
was found out by an examining engineer. Nurses 
not infrequently adjust the heat at night to their 
own comfort. The wards are often kept too 
warm. In one hospital where this was the case, 
the nurse’s desk was removed from the ward into 
the corridor, which could be kept warm with little 
expenditure of heat. 

Every effort should be made by the superin- 
tendent to assure himself that, in the process of 
firing the boilers, no heat is wasted by defective 
insulation, by trapped lines, or by the manner of 
use of heat in the hospital. 

The purchase of supplies is usually carefully 
guarded by hospitals, but even in this function, 
some improvement possibly can be made. If it be 
assumed that the best prices are being secured, 
attention can be given to the grades and quanti- 
ties purchased. Usually fresh or held eggs are 
bought as needed. Eggs preserved in water 
glass are palatable and are suitable for many uses 
in a hospital. Fresh eggs can be purchased in 
April, and packed by the hospital in water glass 
at a marked saving. Butter can be purchased in 
June and placed in a commercial cold storage in 
quantities sufficient to last from September to 
May. Some hospitals may find it advantageous 
to rechurn the butter with a portion of milk to 
increase the bulk. Hospitals which have been 
purchasing meat by the cut, might find it feasible 
to readjust their dietaries so that the entire meat 
of quarters could be utilized. Where this can be 
done, marked economies can be secured. Some 
of the best hospitals, before the high prices of 
meat, discontinued the use of broths as of little 
benefit, resulting in considerable saving. 

‘the necessity of furnishing food that patients 
will eat with relish is, of course, of great impor- 
tance. Appetizing qualities of food, however, lie 
more in the cooking than in the kind. The scar- 
city of food during the war has demonstrated the 
practicability of dietaries heretofore considered 
unsatisfactory. Much less meat was used, not 
only without detriment, but with benefit to the 
patient and employees. Physicians will endorse 
an effort on the part of the hospital to increase 
the use of vegetables. Since hospital cooks find 


meat more readily prepared and cooked, it is not 
easy to secure the proper cooking of vegetables. 
If continued attention be given to this substitu- 
tion by the dietitian or superintendent, not only 
will a more beneficial diet be produced but the 
food cost will be reduced. 

Conservation of food can be secured by proper 
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cooking, by serving while hot, by the privilege of 
selection on the part of the patient or employee, 
and by the classification of the waste. Too much 
emphasis cannot be laid on each of these four 
factors. Well-paid cooks and dietitians will be 
most likely to secure the first. Hot food can be 
served either from reheating tables or from 
heated trucks direct from the kitchen. The selec- 
tion can be offered very readily when the food is 
taken direct from the kitchen to the ward by 
heated trucks. If a patient can choose what of 
a given variety of food he wishes, and the quan- 
tity, the waste will be greatly reduced. For em- 
ployees and up-patients, such as tuberculous, the 
privilege of selection can best be provided by 
means of a cafeteria. This form of service is no 
longer an experiment. It has proved practicable 
and economical in a number of hospitals. 

The conservation of hospital supplies other 
than food is a problem by itself. A proper con- 
demnation system is indispensable. The use of 
no article should be discontinued until passed 
upon by some one high in authority. Moreover, 
the number of articles of a given kind in use at 
one time for every division should be definitely 
established, so that each division will be properly 
equipped and the rate of discard noted and regu- 
lated. 

The use of gauze can be readily abused even by 
the best-intentioned house staff and attending 
physicians. The type of surgical dressing used 
and the redressing after an examination can be 
better regulated than is now the custom in many 
hospitals. Long windings are waseful if used 
where pads are serviceable. Redressing before 
the visit of an attending physician and then slit- 
ting of the redressing for an examination, necessi- 
tating a second dressing, is too frequent. Atten- 
tion to these matters may save much in gauze cost. 

A one-page chart in connection with each medi- 
cal record to show at a glance the speed with 
which a patient has been diagnosed is effective in 
reducing the average stay of a patient in the 
hospital. A shortened stay means less cost to 
the hospital. This chart should show the distri- 
bution diagnosis of the receiving physician, the 
diagnosis of the house-man, the provisional 
diagnosis or diagnoses of the attending phy- 
sician with the laboratory determinations re- 
quested, and the final diagnosis. The day and 
hour of each step should be recorded. With this 
chart sent to the superintendent’s office, work is 
speeded up and accuracy increased. 

The foregoing are only illustrations of the pos- 
sible sources of increasing economy. All func- 
tions of the hospital will warrant a careful and 
thorough examination to discover lost motion and 
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waste of materials. Hospitals differing in func- 
tion and construction will naturally require each 
its own standard. It is important, however, to 
determine for each the standard of service and 
of materials. There has been no time in which 
such studies have been more imperative than they 
are at present. The high cost of service and sup- 
plies is likely to continue for some time, and it 
may be exceedingly difficult to increase the income 
to correspond to the added cost of operation. In- 
creased efficiency seems to be necessary to make 
ends meet. 
HENRY C. WRIGHT. 








How to Prevent a Fuss 


Newspapers refer now and again, often with 
jest, to the tired business man. They have dis- 
covered that the business man, as well as the 
laboring man, gets tired. While the abbreviations 
T.B.M. are common, however, we do not remem- 
ber having seen any one refer to the T.P.M.—the 
tired professional man—though it is to be as- 
sumed that as a human being working for his 
bread, he too gets tired. 

When a man is tired or hungry, he is of uncer- 
tain temper, usually not of an admirable sort. 
He loses his sense of proportion and perspective. 
Molehills are mountains, details are principles to 
fight for. A little blunder which ought to pass 
without notice is to the tired man immediately a 
matter of vast importance. Tired and hungry, 
impatient and irritable, he sometimes gives vent 
to an petulant impulse; hasty words follow, and 
a fuss begins. 

It is an unpleasant thing—a fuss—not serious 
as a rule, yet seriously disturbing to the hospital. 
Fusses resemble sparks from a locomotive. They 
fall to the ground and burn themselves out ; some- 
times, however, fanned by a little breeze, they 
start a fire in the underbrush which does damage. 

The wise superintendent does not forget that 
his staff members work for their bread. He 
knows that a busy doctor often comes to the hos- 
pital tired, sometimes very tired, for hospital rou- 
tine is an exacting routine. This is the man who 
easily stirs up a fuss and who should interest the 
superintendent. The ounce of prevention is as 
valuable in the prevention of fusses as of disease. 
The wise superintendent knows this and acts ac- 
cordingly. Every once in a while he will single 
such a man out and say, “See here, Doctor, you 
are going a pretty hard pace. You look tired, and 
you are tired. Let me ask you to take a rest. 
Let someone else carry the burden fora week or 
two. It will do them good and do you good.” In 
other words, the superintendent applies his ounce 
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of prevention. At another time, about noon, he 
will manage to meet the man who has probably 
had a early breakfast and a hard morning’s work 
and say to that man, “Doctor, lunch with me to- 
day. The price is that there be no shop talk. I 
want to know you.” By utilizing such points of 
contact and exercising his personality, the wise 
superintendent keeps a sensitive finger on the 
pulse of his institution and makes an early diag- 
nosis in the matter of incipient fusses. 

Unfortunately, at scattered intervals, a profes- 
sional fuss-maker appears. He is the man or 
woman unhappy without participation in a fuss. 
Often he is an important cog in the mechanism of 
the hospital. The hospital needs him. But what 
are we to do with the professional fuss-maker? 
A radical operation is really the only answer. 

The only course left to a hospital with a profes- 
sional fuss-maker in its organization is to elim- 
inate him. It’s better for the hospital to be hurt 
externally once in a while than to suffer internally 
all of the time. If, on occasion, the professional 
fuss-maker is dealt with summarily, the amateur 
will observe the treatment and devise his own 
preventive. Of all institutions in the world, hos- 
pitals are the least fitted for fussing. Meanwhile, 
patience, kindliness, and watchfulness on the part 
of the superintendent will do much for the success 
cf fuss prevention. 








Variability of the Air 

In determining the kind of air best adapted to 
sick-rooms there has been confusion along several 
far-reaching lines. The first is confusion between 
temperature and humidity. People feel cold on 
a zero day even with the thermometer at 70° 
F. indoors, whereas on an autumn day with a 
temperature of 65° they often sit beside the open 
window and feel perfectly comfortable. The 
reason is that the winter air, when heated, has 
a relative humidity of perhaps 15 per cent, and 
evaporation from the skin is so rapid that it is 
almost impossible to keep warm. The autumn 
day, on the contrary, has a relative humidity of 
perhaps 75 per cent. Hence there is little evap- 
oration, and the skin feels warm and comfortable. 

A second line of confusion relates to humidity 
alone without reference to temperature. At all 
seasons people are apt to confuse the effect of 
humidity in the air and of moisture condensed on 
the clothing or skin. The water vapor in the air, 
which is imperceptible to sight or touch except 
that it makes the air feel “soft,” is usually bene- 
ficial except at high temperatures. Condensed 
water vapor, on the other hand, whether the 
water be in the form of droplets of fog, or of a 
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perceptible wetness or clamminess of the cloth- 
ing, bedding, walls, or skin, is usually harmful 
because it gives a chilly feeling. 

A third line of confusion is between variability 
of temperature which commonly accompanies 
direct ventilation, and drafts. Many people rec- 
ognize that the outside air possesses a most valu- 
able tonic quality, but say that they can not stand 
even a slight draft blowing in from an open win- 
dow. The enthusiast for ventilation insists on 
open windows; the delicate sufferer from colds or 
from age insists that he, or more often she will 
catch her death of cold, and so has her way. Both 
are right, for although outside air is good, most of 
us have lived so long under artificial conditions 
that drafts are likely to lead to chills. 

In view of these facts the modern hospital phy- 
sician is confronted by three great necessities. 
First, he must keep the temperature compara- 
tively low, averaging not far from 65° F., but he 
must not let it feel cold. Second, for this reason 
and still more because moist air is good for the 
human system, he must install a humifying sys- 
tem which will keep the relative humidity up to 
50, 60 or even 70 per cent when the temperature 
is 65°, but which will not be so erratic that con- 
densation will take place. Third, he must regu- 
late the ventilation system so that the tempera- 
ture of the air will vary frequently and there will 
be abundant movement, but yet so that there will 
be no perceptible drafts. In a previous number 
we have discussed the first two points, but they 
may well be urged once more on our readers. 
The third point needs further discussion. 

Recent experiments indicate that our old ideas 
of ventilation are quite wrong. We do not need 
ventilation because of the exhaustion of the 
oxygen in the air, or the accumulation of carbon 
dioxide, for even in the Black Hole at Calcutta it 
is doubtful whether those two processes had gone 
far enough to kill the British soldiers. Probably 
one of the chief reasons for ventilation is that 
certain toxic substances are given off in the 
breath, and these may act as poisons, thus leading 
to discomfort, sickness, and fiinally death, al- 
though this is not yet certain. Constant, though 
slow movement of the air is probably essential in 
order to carry away such toxins. There is also 
another and, under normal conditions, equally 
important element involved, namely, variability. 

Turn for a moment to the outside air. No one 
doubts its efficacy. In our best hospitals we go 
to no end of trouble to get our patients out of 
doors. Why is the outer air so efficacious? And 


why do we get such poor results when we take the 
same air and after freeing it from dust carefully 
and _ steady 


pour it into our wards in a full 
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stream? The experiment has been tried time and 
again, and the result is invariably less satisfac- 
tory than ordinary outside air, even when that 
has to be let in through the windows. When the 
New York Ventilation Commission tested such 
an ideal system of ventilation in comparison with 
window ventilation where the element of drafts 
was removed, it found that among several thou- 
sand children those in the rooms with the “ideal” 
ventilation had 136 per cent more colds and other 
minor respiratory diseases than had the others, 
and 30 per cent more absences due to respiratory 
diseases. Certainly the freeing of the air from 
dust cannot cause more colds. Nor can the quan- 
tity and movement of air in the two cases make 
any appreciable difference. Why then so great a 
difference between outside air and “ideal” inside 
air? 

The answer seems to be variability. Suppose 
one is living out of doors. On a clear day the 
temperature changes constantly in its rise from 
morning to noon or later, and in its fall the res‘ 
of the day. Each cloud that sweeps across the 
sun brings a temporary change of several de- 
grees; each little breeze makes the air feel cooler; 
you move into the shade or the sun gets around 
the corner, and again there is a change. Even 
on a still summer day the number of changes ex- 
perienced out of doors runs into dozens. If you 
doubt the stimulus of such changes, which no 
sane man does, put your head out of the window 
some day when your windows all have been shut, 
and see how much more eagerly you attack your 
work after a few minutes of outside air. On the 
other hand, take a series of days when the tem- 
perature remains the same day and night, as it 
sometimes does in damp weather. The dampness 
itself may be beneficial, but the total effect is bad. 
The measured work on factory operatives show 
that they unconsciously, work slowly when the 
temperature remains the same day after day. 

Our modern system has been based on the false 
assumption that uniformity is desirable. We 
must go back to Nature’s ways, for man’s evolu- 
tion during untold millions of years was always 
outdoors, and so continued for hundreds of thou- 
sands of years after he became man instead of 
beast. How foolish of us to suppose that we can 
suddenly change an adaptation which is the fruit 
of millions of years of evolution. Hence our aim. 
should be to make the air in our hospitals and 
houses exactly like the best outside air—like that 
of the days when we bubble over with joy because 
spring has come, or of the glorious autumn days 
when we say the air is like wine. 

Of course it is not easy to accomplish all this, 
but an important step can be taken at slight ex- 
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pense in every hospital at once. That step is to 
provide the base of every window with a venti- 
lator in the shape of a board or glass so fitted that 
the window can be opened a few inches without 
creating a draft. In addition large numbers of 
screens should be provided so that every patient 
can be well screened from drafts. Then insist 
that the nurses open the windows at regular in- 
tervals no matter whether the rooms are getting 
too warm or not. It is equally necessary to insist 
that the nurses watch the patients with great care 
to see that none are subject to drafts and that 
none are chilled. Also the heating apparatus 
must be so regulated that it responds to the extra 
call when the rooms are cooled, for the danger of 
keeping the rooms too cool must of course be 
avoided. What the patients need is the stimulus 
of a brief cool spell, like a mild, cold bath, or like a 
cloud passing over the sun on an autumn day. If 
such an autumn day is taken as a model, and if 
the nurses are taught that air is just as impor- 
tant as food, the winter harvest of deaths can be 
greatly reduced. 








Army Rank for Nurses and Band Leaders 


A certain amount of rather natural misunder- 
standing has arisen in regard to the bill, now 
pending before the Senate committee on military 
affairs, to give relative military rank to army 
nurses. A part of this misunderstanding arises 
from the erroneous belief that the bill is an effort 
to obtain increased pay for army nurses—that it 
is an attempt to improve the position of nurses 
rather than an attempt to improve the service. 
The other part of the misunderstanding arises 
from the failure of the civilian mind to realize the 
almost omnipotent sway of rank in the army. 
That an orderly can with impunity compromise 
the chances of recovery of a ward full of patients 
by defying or disregarding the orders of the nurse 
in charge is a state of affairs almost inconceivable 
by the non-military mind. Yet nurses back from 
the service report repeated instances in which the 
efficiency of military hospitals has been hampered 
by the fact that, without rank, knowledge, experi- 
ence, and ability are negligible factors in army 
life. 

It should be generally and thoroughly under- 
stood that the Jones-Raker bill asks for nothing 
in behalf of the members of the Army Nurse 
Corps, except what is necessary to enable them to 
serve their patients efficiently. Meanwhile, it is 
interesting to note General March has informed 
the Senate committee on military affairs that 
among the army needs for efficiency is rank (not 
relative but absolute) for military band leaders! 
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A Beautiful Memorial Hospital 


The plans of the Blodgett Memorial Hospital, 
published in this issue in connection with the 
article by Miss Christine M. Hendrie, present 
many features of unusual excellence. Criticism is 
forced to content itself with a few minor details. 

It is doubtful if the location of the surgical 
dressing room among the private rooms is desir- 
able. One or more sound-proof labor rooms in 
the maternity section would be helpful. One serv- 
ice room in the middle of a building as long as this 
one will necessitate carrying bed utensils and 
soiled linen a considerable distance. It might be 
preferable not to have the elevator doors open on 
the public corridors, for the noise of opening doors 
is annoying to patients. It has often been found 
more convenient where there are two or more 
elevators, to place them in a bank or side by side. 

The beauty, quality and completeness of the 
building are, however, the salient points of in- 
terest. In particular, the loggias are most at- 
tractive features. 








The Modern Hospital’s New Managing Editor 


Next month will see THE MODERN HOSPITAL in 
charge of a new managing editor. Mr. J. J. 
Weber, previously associate director of the Bos- 
ton Dispensary and Eastern editorial represen- 
tative of THE MODERN HOSPITAL, succeeds the 
undersigned. 

Mr. Weber’s training and experience have 
given him an exceptional equipment for this 
work. He is a graduate of Hamilton College, 
from which he holds the degrees of B.A. and M.A. 
Later he graduated from the New York School of 
Philanthropy, and became director of the Civic 
Association of Englewood, N. J., a position which 
he left to take that of financial secretary of 
the Charity Organization Society of New York. 
Later he became connected with the New York 
State Charities Aid Association. As secretary of 
the committee on hospitals of that association Mr. 
Weber was largely responsible for much impor- 
tant work, including community surveys of hos- 
pitals in Westchester and Washington Counties, 
New York, to aid in the increase of hospital facili- 
ties, an extensive study of the facilities in general 
hospitals and dispensaries of New York State 
outside of New York City for the diagnosis and 
treatment of venereal diseases, and a critical 
study of plans of various new hospitals in New 
York City, and elsewhere. His energy and ex- 
perience will doubtless extend the field of useful- 
ness of THE MODERN HOSPITAL, through many 
years of the future. 

MARY KATHERINE CHAPIN. 
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Fig. 1. Hotel Dieu de St. Joseph, Montreal. 


AN HISTORIC HOSPITAL OF OLD MONTREAL 
Reminiscent of the Days of F nena Indian Warfare and 
Widespread Massacre—Early History a Continual 
Struggle for Existence—Splendid Spirit of 

Sturdy Foundress Still Survives 


At the foot of Mount Royal, looking out over the older, 
eastern part of the city, stands the Hétel-Dieu Hospital of 
Montreal. Firmly woven into the heroic annals of Canada 
is this old and picturesque institution which figured so 
prominently in those first days of Indian massacre and 
terrorism, while bright on the pages of history shines the 
name of Mile. Jean Mance, its foundress, the Florence 
Nightingale of Canada. No story of the country is com- 
plete which does not speak extensively of her and her 
miraculous work. 

Mlle. Mance belonged to one of the most honorable 
families of Nogent-le-Roi, many of whom had been en- 
nobled by the sovereign. Her inheritance from this dis- 
tinguished family was a striking combination of great 
piety, devotion, and enthusiasm, a possession which proved 
of inestimable value to her in later years. Her dis- 
tinguished grace and bearing bespoke her a gentlewoman, 
and her portrait, which hangs in the corridor at the hos- 
pital entrance, has been thus described: 

“The face is long and delicate, with fine and regular 
features, clear, large, dark eyes, long straight nose, curly 
hair escaping from the closely fitting cap, and a dimpled 
chin. A short, scant cape is pinned around the shoulders, 
and the face, looking downward, has a pensive expression 
that reminds the spectator of the famous Cenci portrait in 
the Barberini Palace at Rome.’’' 

Although deeply religious, she felt no vocation for the 
cloister, yet she lived the life of a nun in the world. She 
knew little of the New World or of the proposed new 
colony at Montreal, but, fired by the enthusiasm aroused 
through The Jesuit Relations, and stirred by the example 
of the splendid and devoted women who had founded the 
little hospital of Quebec in the wilderness, she suddenly 
cecided that her life work lay in the following of their 
footsteps into a like, perilous venture. At the age of 
thirty-four, following the direction of the divine will, she 
went to Paris, consulted certain priests, and was intro- 
duced to many ladies of wealth and piety who supplied 


1 Maids and Matrons of New France by Mary Sifton Pepper, 
George N. Morang & Co., Toronto, 1902, p. 152. 


her with the necessary money to carry out her project. 
With a pledge from one of them, Madame de Bullion, that 
she would later establish at Montreal a hospital similar 
to the one just founded at Quebec, she finally left for 
Rochelle, the point from which ships sailed for Canada. 

In the meantime the events in which she was to play 
so important a part had been shaping themselves in a 
manner nothing short of miraculous. While at his devo- 
tions one day, Jerome de la Dauversiére, taxgatherer in 
the little town of La Fléche on the Loire, was visited by a 
vision which bade him found a new order of hospital nuns 
and establish a hospital on the island called Montreal in 
Canada. Far off, in another part of France, a young 
priest named Jean Jacques Olier, was also visited by a 
vision which directed him to form a society of priests and 
establish them on an island called Montreal in Canada. 
Hundreds of miles separated were these two men, neither 
of them knowing of the other’s existence—yet history tells 
us that “while both were totally ignorant of Canadian 
geography, they suddenly found themselves in possession, 
they knew not how, of the most exact details concerning 
Montreal, its size, shape, situation, soil, climate, and pro- 
ductions.” ? 

In a strange way these two men were guided to a meet- 
ing in which they both knew and understood each other 
at once, though they had never met before, and, in the 
belief that the voice of God had commanded them, they 
immediately laid plans to set forth on their venture. In 
planting the banner of the King in the far-off, desolate 
wilderness, they decided to establish three communities— 
one of priests to manage the affairs of the colony, one of 
nuns to teach the faith to the people (both red and white), 
and one of Sisters to nurse the sick. After enlisting the 
interest of wealthy and devoted friends, they formed a 
company called the Association of Montreal and obtained 
control of the island, after which they secured the brave 
and good Chomedy de Maissonneuve as leader for their 
enterprise. 

Again the miraculous happened. As he was leaving the 
church in Rochelle one morning after devotions, de la 
Dauversiére met Mlle. Mance. Never before had they seen 
or heard of each other, yet in a short moment each under- 
stood the thought and purpose of the other perfectly. At 
once Mile. Mance saw in the scheme of de la Dauversiére 
the opportunity for which she longed, and she committed 


*The Jesuits in North America, by Francis Parkman, vol. II, p. 6. 
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herself unhesitatingly to share in his undertaking. In 
her he found the woman for whom he had been searching 
—an intelligent, courageous, and devoted soul who could 
act as nurse and housekeeper for the entire company. 
The ships were launched at once, and after a three- 
months’ hazardous journey, reached Quebec in August, 
1641. The winter was spent at Quebec under the shelter 
of the little hospital colony established at that point, and 
the following spring the brave little group made the eleven 
days’ trip to Montreal. Parkman’ tells the story of their 
landing in this most vivid description: ‘“Maissonneuve 
sprang ashore and fell on his knees. His followers imi- 
tated his example, and all joined their voices in enthusi- 
astic songs of thanksgiving. Tents, baggage, arms and 
stores were landed. An altar was raised on a pleasant 
spot near at hand Now all the company gath- 
ered before the shrine They kneeled in reverent 
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Fig. 2. Jeanne Mance still guards the portals as in the days of old. 
silence as the Host was raised aloft; and, when the rite 
was over, the priest turned and addressed them: ‘You 
are a grain of mustard-seed that shall rise and grow 
till its branches overshadow the earth. You are few, but 
your work is the work of God. His smile is on you, and 
your children shall fill the land.’ The afternoon waned; 
the sun sank behind the western forest, and twilight came 
on. Fireflies were twinkling over the darkened meadow. 
They caught them, tied them with threads into shining 
festoons, and hung them before the altar, where the Host 
remained exposed. Then they pitched their tents, lighted 


3 Parkman, Francis: The Jesuits in North America, II, pp. 24-25. 
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their bivouac fires, stationed their guards, and lay down 
to 1est. Such was the birthnight of Montreal. Is this 
true history or a romance of Christian chivalry? 

Many months passed. The canvas tents were replaced 
by wooden buildings protected by palisades, and reinforce- 
ments for the little group came from France, bringing 
with them a fulfillment from Mme. de Bullion of her 
promise to provide means for building a-hospital. After 
a time the Iroquois, wandering restlessly over their ter- 
ritory, discovered the tiny French settlement, after which 
all hope of safety departed from their midst. Attack 
followed attack, and the enemy harassed them continually. 
The poor little group lived in constant terror of this 
scourge of the wilderness, going and returning to their 
work in a body, armed, and placing their households under 
the protection of the saints. With the onslaught of the 
Indians it was found necessary to begin construction on 
the hospital at once, and accordingly the colony put aside 
the important work of tilling the soil and set about the 
equally important task of providing a shelter for those 
of its numbers who were daily falling victims to the ever- 
increasing attacks. 

On the eighth of October, 1644, the hospital was com- 
pleted and surrounded by palisades and Mlle. Mance estab- 
lished therein. Dedicated to St. Joseph, the hospital was 
to “entertain, nourish, and ‘medicamenter’ the poor sick 
people of the country and instruct them in all things neces- 
sary to their well-being.” * It was a wooden building, 60 
feet long and 24 feet wide, of “axe-hewn beams, the crev- 
ices filled with mud, the roof of slabs, containing two large 
wards for patients, a kitchen, rooms for Mlle. Mance and 





Jeanne Mance monument, Montreal. 
medicines, surgical 
ments, and other necessities were supplied from France, 


Fig. 3. 


for the servants.”° Linen, instru- 


4A History of Nursing, Nutting and Dock, p. 391. 


5“*A Canadian Hospital of the Seventeenth Century,” Dr. McCrae, 


The Montreal Medical Journal, July, 1906, p. 461. 
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and the chapel was furnished with carpets, chandeliers, 
crosses, and ornaments. Two oxen, three cows, and 
twenty sheep completed the outfit. Only one factor 
usually considered necessary in the administration of a 
hospital was lacking—and he was to be found nowhere 
in the colony—a physician. True, a few of the priests 
had a slight knowledge of medicine. Mlle. Mance had 
none whatever. In her capacity as directress she had 
but sound sense, excellent judgment, and wise sympathy 
to guide her—a combination which proved invaluable in 
meeting the repeated attacks of the savage neighbors. 
Many times the wards of the little hospital could not con- 
tain all the injured and dying who were brought to it, 
and the corridor was temporarily converted into a ward. 
In the intervals between incursions the colonists returned 
good for evil by feeding and lodging the Indians in the 
hospital. Often when a party went to war Mlle. Mance 
and her helpers took the women and children in charge 
till their return. 

In the call for further funds which followed this gen- 
erous hospitality, Mme. de Bullion presented the hospital 
with 24,000 pounds, under the condition that Mlle. Mance 
should remain directress and be fed and lodged at the 
hospital till her death, after which there should be estab- 
lished an order of sisters who would serve the poor free 
of charge. And an able administrator she proved, not 
only of the hospital, but of the many affairs of the colony. 
Time after time, when she saw that France languished in 
her interest in the settlement, she made dangerous trips 
across the ocean to arouse new enthusiasm. When the 
continued incursions of the Indians depleted the little 
band, she brought back more settlers and soldiers to in- 
crease their numbers. When additional nursing help was 
needed, her efforts secured three nursing sisters of the 
order of St. Joseph de la Fléche. For years she worked 
unceasingly in the face of almost insurmountable ob- 
stacles. The sisters—and the little colony, also—were 
desperately poor, lived in constant fear of death, and were 
terribly. disheartened through dread of the unconquerable 
Irequois. As their needs grew greater, money and sup- 
plies came in less frequently, for interest in the colony 
gradually waned. The years were a story of suffering. 
When the robes of the sisters wore out, they cheerfully 
patched them with any material available until it was 
finally impossible to tell of which material the habits were 
originally made. The room in which they lived was unfit 
for human habitation. Snow drifted in through more 
than two hundred chinks in the wall, and the first occu- 
pation of the nuns after prayers each morning was to 
shovel out the snow, not only from their rooms, but from 
the wards as well. Their very food froze on the tables 
and had to be thawed out before the fire. 

Under such terrible and disheartening conditions, Mlle. 
Mance remained steadfastly at her post, toiling inces- 
santly and exercising a prudent judgment in settling the 
many complications which continually confronted her. 
She was the mainstay of the entire colony, strengthening, 
supporting and developing it through her wonderful spirit 
and indefatigable energy. By the end of the century the 
affairs of the community were on a comparatively stable 
basis, and the early stormy years passed into calmer ones 
as the little colony grew in numbers. The sisters were 
thirty instead of the original three, and there were new 
and greatly enlarged buildings. Always a primal force 


and power in the community, the hospital had now become 
part of its very life, and the charity which had begun 
in private hands was now partly maintained by the 
French .government. 
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The story of the next two hundred years is one of con- 
tinued growth and tireless work in the interests of the 
sick and the general welfare of the colony. When a 
frightful pestilence, brought back by the soldiers, spread 
throughout the colony, patients filled the wards, the hall, 
and the chapel, until finally the sisters gave up their own 
dormitory and nursed them with energy and devotion al- 
most superhuman. 

With the conquest of Canada by the English and the 
revolution in France, all hospital incomes ceased, and the 
sisters were reduced to poverty. In the moment of dire 
distress one of the nuns opened a bakery and soon turned 
out hundreds of loaves daily, the sale of which provided 
a source of comfortable income. For thirty years Sister 
le Pailleur operated her bakery. Later she started a new 
industry—that of soapmaking—which grew to such pro- 
portions that a considerable revenue was raised for the 
hospital. 

So the work of these self-denying sisters of St. Joseph 
continued—and has continued down to the present day. 
The unflinching spirit of the early years has lived on, and 
today it still fills the modern structure which stands at 
the foot of Mount Royal, a blessing to the city of Montreal. 
The present hospital holds about two hundred and eighty 
patients, nursed by one hundred “professed” sisters. Mlle. 
Mance herself never took the veil believing that she could 
do a bigger work for the colony if she were unhampered 
by religious vows. She died in June, 1673, at the age of 
sixty-seven years, and her body lies in the church which 
adjoins the institution, while her spirit still inspires the 
patient sisters who have consecrated their lives to the 
nursing of God’s sick. 


THE OPPORTUNITY SCHOOL AT DENVER 


An Institution Which Makes Useful Citizens Out of Edu- 
cational Derelicts—Work Limited by Lack of Space 
and Equipment—Not All Classes Meet Require- 
ments of Federal Aid 


The Opportunity School at Denver is just what its 
name implies—a place where those who have been on the 
educational scrap heap, in a manner of speaking, may 
take a fresh start and prepare themselves for profitable 
employment. 

“This remarkable institution,” says F. Cushman, Fed- 
eral agent for industrial education, in an article in the 
Vocational Summary, “has more than 2,500 pupils en- 
rolled in the day and evening classes. A very large pro- 
portion of the work is vocational, but, because of limita- 
tions of space and equipment, many lines of work for 
which there is a great demand cannot be taught. Miss 
Emily Griffith is principal. 

As a result of the work in the citizenship classes, more 
than eighteen hundred students have been given an in- 
sight into the duties of citizenship and are now natural- 
ized and valuable members of the community. 

The watchword is, “What do you want to make of your- 
self?” The policy with mature men and women is, “No 
questions asked.” If the first thing necessary on entrance 
to this school is a substantial meal, the meal is furnished. 
Some of those studying trades are given instruction at 
their place of employment, the foreman being the in- 
structor. Some of the classes have been approved for 
Federal aid, but many have not. The foremost idea is to 
help the largest number of people even if it must be done 
without Federal aid. 
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THE TWENTY-FIRST ANNUAL CONVENTION OF THE AMERICAN HOSPITAL 
ASSOCIATION 


Distinct Reaction from War-Time Responsibility Keynote of Meeting—Serious Recon- 
struction Problems in Hospital Field Tackled in Spirit of Determination— Joint 
Sessions of American Hospital Association and American Hospital Confer- 
ence a Forward Step Toward Goal of Standardization 


DISTINCT spirit of relief from war-time 

burdens and responsibilities pervaded and 
colored the deliberations of the Twenty-first An- 
nual Convention of the American Hospital Asso- 
ciation—a spirit which was almost one of exuber- 
ance. Members of the Association who have been 
attending its conventions during the war period, 
especially those who were present at last year’s 
meeting, easily caught the change in spirit. It 
was, however, a spirit tempered by a realization 
that the end of the war, far from bringing with 
it smooth sailing for the hospitals, had given rise 
to grave problems that had to be faced and solved 
—solved correctly—if the hospitals were to go 
forward with their reconstruction program. The 
convention was keenly conscious of the critical 
labor problems which the hospitals are facing, 
and which are seriously hampering their activities, 
impairing their efficiency and arresting their 
normal growth. As a step in the solution of this 
problem, the convention adopted a resolution call- 
ing on the President of the United States to in- 
clude a representative of American hospitals, 
who employ upward of four hundred thousand 
persons, at the Conference of Capital and Labor 
to be held in Washington early in October. 

The convention, moreover, was not unmindful 
of the serious situation involved in the great 
shortage of nurses at the training schools 
throughout the country. 

Recognized leaders in the nursing profession 
feel that the fundamental difficulty lies in the lack 
of funds for the establishment of training schools 
on a sound and rational educational basis, similar 
to that found in other educational institutions. 
They called upon communities to meet their re- 
sponsibilities through endowmentorappropriation 
of public funds toward nurses’ training schools 
and by making the fullest use of their present fa- 
cilities in meeting the needs of nursing education. 
Only if this is done will it be possible te offset 
better opportunities offered in other lines of work. 

But in spite of these and other handicaps un- 
der which the hospitals are laboring, the conven- 
tion showed a sincere determination to tackle the 
problem of reconstruction in the hospital field in 
a big, broad, fundamental way. “The health pro- 
gram of this country will not merely be amended; 
it will be entirely rewritten and in the near fu- 


ture,” said Dr. Warner in his presidential address. 
“The common problem is to provide better health 
for all the people and reduce the number of un- 
necessary and untimely deaths.” The delegates 
were clearly out of sympathy, if not strongly 
antagonistic, to all partial or half-way measures 
which war-time conditions had often made im- 
perative. They felt, and did not hesitate to say, 
that now, if ever, the hospitals of America must 
face, grapple with, and solve the big questions 
that will place them in a position to play their 
rightful part in solving the national health prob- 
lems facing us. What many of these problems are 
and how they may be solved the great war has 
clearly shown. The convention summoned the hos- 
pitals to gird their loins and take an enthusiastic, 
intelligent, efficient part in the great game of pub- 
lic health. 

It called upon them, for example, to take a 
prominent and telling part in the health insur- 
ance movement, which, it was predicted, would 
come even more rapidly than workmen’s com- 
pensation came. 

Lest they be caught unprepared, as they were 
when the latter movement swept the country, the 
hospitalsofthe United States were urged to awake 
from their indifference and take an active part 
in shaping the legislative acts which are fast com- 
ing to the point of enactment in many states. 
They should do this, both in their own interest 
and in order to contribute their experience to- 
ward making the proposed legislation as perfect 
as possible. 

Hospitals were called upon to get into closer 
relation with the communities they serve. The 
closer this relationship becomes, the more effi- 
cient they themselves will be. They should co- 
operate actively with the local health authorities 
and with all agencies and institutions working in 
the interest of the public health. 

Heretofore the American Hospital Association 
has in large measure been content to limit its ac- 
tivities to its annual conventions. Discussions, 
except as they might influence individuals here 
and there, were regarded as ends in themselves. 
The Twenty-first Convention, however, went far 
toward getting away from this attitude and its 
inhibiting influence. Instruments are in the mak- 
ing which will enable the American Hospital As- 
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sociation to wield a practical, constructive, con- 
cretely helpful influence in the hospital field. Al- 
ready, the convention learned, a Bureau on Dis- 
pensaries and the Community Relations of Hos- 
pitals has been inaugurated and is being organ- 
ized. This will bring to the hospitals and dis- 
pensaries of the country who feel the need of help 
in the solution of such of their problems as fall 
within the province of this bureau, the practical 
assistance of the Association functioning through 
this bureau. Institutional members will receive 
this assistance without charge except where trav- 
eling is involved, when the hospital or dispensary 
will be expected to pay the traveling and clerical 
expenses of the bureau’s representative. A leg- 
islative bureau and other service bureaus were 
discussed. A number of these bureaus will un- 
doubtedly be organized in the near future, all with 
a view to making the Association an increasingly 
helpful agency to the individual hospitals and dis- 
pensaries forming the membership, as well as to 
local communities that are seeking to realize their 
vision in practical attainment. 

Another striking evidence which the American 
Hospital Association gave of its desire to see the 
things it has been talking about convention after 
convention realized was its enthusiastic reception 
of the announcement that plans had been com- 
pleted for the opening of a course in hospital ad- 
ministration this fall at the University of Cincin- 
nati. If hospitals are to be brought up to, and 
maintained on, a high level of efficiency, they 
must. be administered by well trained executives, 
and the course at the University of Cincinnati 
ought to go a long way in preparing men and 
women to become efficient hospital superintend- 
ents. The course will be along the same coopera- 
tive lines which have already made the University 
of Cincinnati distinctive and will be open to men 
and women who can qualify — business men and 
trained nurses as well as physicians. 

The most distinctive phase of the convention 
and the one which augurs great things for the 
hospitals of the United States and Canada, was 
the joint meetings of the American Hospital As- 
sociation and the American Hospital Conference, 
and the adoption of a definite plan and line of 
policy by the American Hospital Conference, 
hereafter to be known as the American Confer- 
ence on Hospital Service. There was an evident 
spirit of cooperation on the part of all the or- 
ganizations represented at this conference in 
their desire to better the service of the hospitals 
of the United States and Canada. The constitu- 
tion of this new conference will be found else- 
where in this issue of THE MODERN HOSPITAL, as 
well as a list of its officers and a detailed account 
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of its plans for the immediate future. It is suf- 
ficient to say here that it offers a medium 
through which all of the great national organiza- 
tions interested in the development of our hos- 
pitals can contribute constructively to their up- 
building in the interest of the public health. 
Never before in the history of hospitals has any 
event occurred which is so pregnant with possi- 
bilities of good, and THE MODERN HOSPITAL 
wishes the Conference Godspeed, a long life, and 
an ever-widening influence. 

One of the most gratifying impressions gained 
at the Conference was the commendable prog- 
ress that is being made by the Catholic hospi- 
tals under the leadership of the Catholic Hospital 
Association and the Committee on Reconstruction 
of the National Catholic War Council. Many of 
the Catholic hospitals have recently organized 
out-patient departments in order to extend their 
services to the respective communities. Many 
have established social service departments with 
paid trained workers, and others would establish 
them, could they secure competent workers. 

Unmistakably, the Catholic hospitals are link- 
ing arms with the ever increasing number of 
hospitals that appreciate their community re- 
sponsibilities and their need of the thoroughly 
trained medical social worker as an aid to greater 
medical efficiency. 

The American Dietetic Association meetings, 
some of whose sessions were held jointly with 
those of the American Hospital Association, were 
extremely interesting and well attended. One of 
the chief problems, if not the chief problem, with 
which the dietitian grappled was the problem of 
the training of dietitians. Few hospitals, it was 
pointed out, now offer training that enables 
graduates to enter hospitals and take full charge 
of their dietetic departments. Hospitals were 
therefore urged to make adequate provision for 
the training of dietitians, and a six months’ 
course of practical training was advocated. 

Despite the hard work done, the convention 
had its lighter vein, touches of wit and humor, 
moments of frivolity and a pervading spirit of 
good fellowship. There was, for instance, the 
dancing on Tuesday evening in the Ball Room of 
the Hotel Gibson. The weather was hot, to be 
sure, but many preferred to dance rather than 
sit around, think about the heat and grow stead- 
ily hotter, mentally as well as bodily. There 
were about two hundred and fifty at the farewell 
dinner Friday evening, which was a fitting cli- 
max to a week bulging with good things. The 
food was excellent, the after dinner speeches were 
enjoyable and the leadership of Will Reeves in 
the group singing was unique and captivating. 











REPORT OF PROCEEDINGS 


OPENING SESSION OF THE AMERICAN HOSPITAL ASSOCIATION, 
THE AMERICAN HOSPITAL CONFERENCE, AND THE 
AMERICAN DIETETIC ASSOCIATION 


Rev. A. G. Lohmann, vice-chairman of the Cincinnati ex- 
ecutive committee, of the American Hospital Association, 
presided at the opening meeting of the three associations 
and made the first address of welcome. He read a letter 
to the president and delegates of the American Hospital 
Association from Maj. Christian R. Holmes, chairman of 
the Cincinnati executive committee, who, being ill in a 
New York hospital, was unable to be present. Dr. Holmes 
rejoiced, in the interests of efficient hospital management 
and especially in the interests of the sick poor, that the 
positicn of hospital superintendent has come to be recog- 
nized as a leading profession, requiring a broad education, 
high moral standards, efficient business and executive 
ability, and power to manage successfully the patients 
and the personnel as well as to pacify friends and rela- 
tions of the former. Unfortunately, he added, too often 
the superintendent who is expected to be a_ universal 
genius, was paid no more and often much less than labor 
requiring neither education nor more than ordinary quali- 
fications. Major Holmes hoped that one result of the serv- 
ice rendered by medicine in the hospitals during the war 
would be elevation of the salaries of hospital superin- 
tendents to a level commensurate with that of the qualities 
required. 

The mayor of Cincinnati, Mr. John R. Galvin, wel- 
comed the association on behalf of the city. 

The address of the president of the association, Dr. A. 
R. Warner, superintendent of Lakeside Hospital, Cleve- 
land, is published in full as the leading article in this issue 
of THE MOopERN HOSPITAL. 

Dr. S. S. Goldwater, director of Mount Sinai Hospital, 
New York, at the close of Dr. Warner’s address, intro- 
duced the following resolution asking the president to in- 
clude a representative of American hospitals at the com- 
ing conference of capital and labor in Washington: 

WHuenreas, the President of the United States has announced his in- 
tention of convening at Washington in the near future, a representa- 
tive group of employers, employees, and other qualified persons, to 
consider economic problems which require to be solved in a manner 
compatible with justice and with the national welfare; and 

WHEREAS, it is assumed that among the questions to be considered 
are standards of labor, immigration, and its relation to such stand- 
ards, and the requirements and principles of management of the great 
national industries and occupations; and 

WHeEnrEAs, the flow of labor to institutions caring for the sick has 


recently been retarded to such an extent as seriously to impair the 
efficiency of such institutions and as to arrest the normal development ; 
and 

Whereas, the financial resources of these institutions have not been 
sufficiently increased during the past five years to enable them to meet 
additional economic pressure; therefore be it 

Resolved, that these institutions which under normal conditions 
employ over 400,000 persons, and the maintenance of which in the 
healthy activity is essential to public welfare, respectfully petition the 
President of the United States, through the American Hospital Asso- 
ciation, for an opportunity to present at the forthcoming conference 
a statement of their position, resources, and requirements, which cannot 
wisely or safely be disregarded in framing a national industrial 
program. 


Tuesday, September 9, Afternoon 
SECTION ON HOSPITAL ADMINISTRATION 
Dr. Louis H. Burlingham, superintendent of the Barnes 
Hospital, St. Louis, presided. 
The first paper, on “Safeguarding the Hospital Milk,” 
by Dr. Joseph B. Howland, superintendent of the Peter 
Bent Brigham Hospital, Boston, is published elsewhere in 
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this issue (p. 258). Dr. Ralph B. Seem, secretary of the 
section on hospital administration and assistant superin- 
tendent of the Johns Hopkins Hospital, Baltimore, who, 
in Dr. Howland’s absence, read his paper, supplemented it 
by saying that skimmed milk powder had been used with 
considerable success at the Johns Hopkins Hospital, par- 
ticularly for cooking purposes, and had been a great sav- 
ing in making soups and cocoa. 

Dr. A. C. Bachmeyer, superintendent of the Cincinnati 
General Hospital, read a paper describing a course in 
hospital administration to be inaugurated at the Uni- 
versity of Cincinnati College of Medicine. Dr. Bachmeyer 
said that this course would not be limited to training 
graduate physicians. 

Mr. Daniel D. Test, superintendent of the Pennsylvania 
Hospital, Philadelphia, expressed the hope that the Uni- 





Joseph B. Howland, Peter Bent Brigham Hospital, 


President, Dr. 
Boston. 


versity of Cincinnati would train men and women not 
only in the technique of hospital administration, but in 
the exercise of common sense and good judgment. To 
illustrate his point he cited the example of the response 
which had been made to three thousand letters sent out 
by Colonel Hornsby to hospital superintendents offering 
to give away several million yards of hospital gauze owned 
by the American Red Cross. Dr. Hornsby, he said, after 
several weeks, had received only 800 replies to the queries 
he had sent out asking if hospitals wished to receive this 
gauze without charge. Later, said Mr. Test, Dr. Hornsby 
sent out 2,400 more letters and received only 400 answers. 

Dr. Bachmeyer was asked what his personal views re- 
garding the training of non-medical hospital superin- 
tendents through the University course might be. He said 
it had been clearly demonstrated that others than medi- 
cal men could run hospitals efficiently even though, as a 
rule, they did not have the same point of view. He said 
that we all knew of physicians who had made very ineffi- 
cient hospital superintendents, and, on the other hand, 
we all knew of nurses who had made particularly good 
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apolis, Minn. 


President-Elect, Louis University Hospital, 
hospital superintendents. He said that one of the im- 
portant objects of the course was to fit the men and 


women to take superintendencies in the smaller hospitals. 
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Montreal. 
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which could not afford to pay the salaries rightfully de- 
manded by trained medical superintendents. After the 
meeting he unofficially expressed the opinion that, as a 
general rule, medical superintendents ought to be selected 
from the larger hospitals. He was also asked in the 
meeting whether or not it would be probable that hospital 
superintendents trained in the school which he is organiz- 
ing would not in many cases replace superintendnets who 
now hold positions in our hospitals. He did not reply to 
this query. 

The session was very much enlivened by the showing 
of motion pictures as an exhibit to the paper read by Dr. 
H. J. Moss, superintendent of the Hebrew Hospital in 
Baltimore. Dr. Moss’ paper was entitled “The Motion 
Picture as a Means to Publicity.” The most interesting 
picture shown by Dr. Moss was one illustrating the work 
at his own hospital, which told the story of how the 
hospital helped a family in which the three members were 
simultaneously in trouble. The father of the family had 
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Dr. R. G. Brodrick, 
San Francisco, Cal. 


Second Vice-President San Francisco Hospital, 
just broken his leg. The mother was expecting an addi- 
tion to the family and was unable to take proper care of 
him. A young boy reported the family trouble to the 
hospital, which promptly took in the father and subse- 
quently cared for the mother. Incidentally, as no one was 
left at home to take care of the youngster, he was admit: 
ted to the hospital for the removal of tonsils and adenoids. 
The final scene illustrated the healed and happy family 
returning to their home with an addition. 

Dr. Moss said that the moving picture houses were all 
glad to exhibit this picture without charge and that a 
slight charge of $150 had been made to produce it. 


SECTION ON OUT-PATIENT WORK 
Mr. Michael M. Davis, Jr., director of the Boston Dis- 


pensary, Boston, presided at the sectional meetings. 
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Dr. Hugh Cabot, genito-urinary surgeon of the Massa- 
chusetts General Hospital, Boston, and, during the war, 
lieutenant-colonel in the British Army, was scheduled to 
speak on “Clinics for Venereal Disease,” but was unable 
to attend. His place was taken by Major Alec Thomson, 
who has recently assumed the position of medical secre- 
tary of the American Social Hygiene Association. He 
took as his main theme the vitally important place which 
hospitals and dispensaries must play in the campaign 
against venereal disease which received such a splendid 
impetus during the war. Major Thomson pressed home 
the points that one of the biggest preventive factors in 
the control of venereal disease was the facilities for treat- 
ment, and that these must be provided in greater measure 
if the ravages of these diseases in money and lives are to 
be materially reduced. 

It was hard to say how much venereal disease would 
be carried back into the communities by returning sol- 


Third Vice-President, Miss Margaret Rogers, Jewish Hospital, St. Louis. 


diers. It is the problem of the army, Major Thomson 
said, to make men fit to fight, and they were treated for 
venereal diseases with a view to making them non-infec- 
tious and without respect to whether they were completely 
cured. Syphilis, when caught in its primary stage, was 
usually cured in a military sense by six weeks of treat- 
ment. He felt, however, that many primary cases were 
permanently cured as a result of this brief treatment. 
Major Thomson maintained the experience of the army 
indicated that the civil clinics have great possibilities and 
responsibilities ahead of them in facing this vital health 
problem and should come to realize the tremendous de- 
mands for treatment which will be made upon them in 
the near future, because of the intensive educational cam- 
paign which the American Public Health Service and the 
American Social Hygiene Association plan to wage. Once 
for all, the conspiracy of silence has been broken, and 
constantly increasing demands for the treatment of these 
diseases will be made upon our hospitals and dispen- 
saries. Major Thomson called attention to the fact that 
already venereal disease signs have been installed in 











Treasurer, Mr. Asa S. Bacon, Presbyterian Hospital, Chicago. 
men’s toilet rooms of Pullman cars and have stimulated 
thousands of inquiries to the U. S. Public Health Service. 
As a result of the new interests which have been 
aroused, 150 additional clinics for the treatment of 
venereal diseases have been established in the United 
States, and Major Thomson predicted that every live 
hospital would have to establish a clinic of this kind if 
it was to keep step with the march of events. Only in 


this way will the campaign which is now being waged be 
effective, for why tell the general public to secure treat- 
ment when places for treatment have not been provided? 





Trustee for Three Years, Rev. Maurice F. Griffin, St. Elizabeth's 
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Trustee for Two Years, Dr. Andrew R. Warner, Lakeside Hospital, 


Cleveland. 

Efficient medical social service in several venereal dis- 
ease clinics for men have resulted in the development of 
clinics of a similar size for women. In the state of 
Massachusetts, under the new recording law, 12,000 cases 
of venereal disease have been reported. About 8,000 of 
these.are cases of gonorrhea and 4,000 of syphilis. Major 
Thomson predicted that, as public health authorities delve 
deeper and deeper into the problem, more cases will be un- 
earthed. He felt, moreover, that the relationship of 
syphilis to tuberculosis would be increasingly recognized 
and studied. 

In France, Major Thomson said, the army tried to dis- 
cover every case of venereal disease. When demobiliza- 
tion began, segregation camps were established near the 
various points of embarkation. Where venereal disease 
cases were discovered in France, they were detained. 
With a view of discovering as many cases as possible, 
further examination of soldiers was made on the trans- 
port and again before they were discharged. Those cases 
discharged as non-communicable before it had been pos- 
sible to determine whether thoroughly cured were advised 
to go to local health departments for further observation 
or treatment if necessary. Where treatment facilities did 
not exist, discharged soldiers were urged to call this fact 
to the attention of the state or federal health depart- 
ments. 

Major Thomson stated that in 1913 there were but 
twenty-five or thirty clinics treating venereal diseases in 
the country. Now there are over two hundred clinics, but 
this number is wholly inadequate in the face of the great 
need. He said that the American Social Hygiene Asso- 
ciation stood ready to cooperate with every organization 
for the establishment of adequate treatment facilities. 

Mr. Davis, the chairman of the out-patient committee, 
stated that the committee at one of its recent meetings 
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had come to the conclusion that the training of workers 
to serve as clinic executives or managers was a question 
of the utmost importance, since much of the success of 
venereal disease clinics depended upon the efficiency of 
these workers. These executives, he felt, need not be 
nurses or trained social workers but should be able to 
handle people. 

The Rev. John O’Grady, secretary of the committee on 
reconstruction of the National Catholic War Council, read 
an extremely interesting and stimulating paper on “Out- 
Patient and Social Service Work in Catholic Hospitals,” 
which will be published in a later issue of THE MODERN 
HOSPITAL. 

SECTION ON NURSING 


In opening the meeting, Miss Elizabeth Greener, super- 
intendent of nurses, Mount Sinai Hospital, New York, the 
chairman, pointed out that the training schools through- 
out the country today are facing serious and difficult prob- 
lems in connection with the education of the nurse. The 
causes leading to these difficulties are many. As its ob- 
ject, the nursing section had elected to present papers 
dealing with certain urgent phases of the situation, in the 
hope of offering a strong constructive program for the 
coming year. 

The first paper by Miss Laura R. Logan, professor and 
director of the School of Nursing and Health, University 
of Cincinnati (Cincinnati General Hospital), had for its 
subject, “Readjustments Which Training School and Nurs- 
ing Departments Are Facing, from the Standpoint of the 
University Hospital.” Miss Logan indicated that these 
readjustments were chiefly concerned with the present 
shortage of graduate nurses proficient in teaching, in 
public health service, and in institution management, and 
in the shortage of desirable candidates to the schools of 
nursing. 

To the following causes these discrepancies can be pred- 
icated: Deficiency in public health nursing ranks is the 
result of the very general omission of such training 
from the usual undergraduate preparation and the in- 
creased demands all over the country for this service. 
The shortage of student nurse applicants is the direct 
sequence of better opportunities in other fields of work 
under less strenuous conditions. Behind both of these 
causes lies the common cause, the lack of sufficient funds 
whereby the training school shall be established upon the 
same sound and rational educational basis as other educa- 
tional institutions. 

The nurse in every phase of her activity belongs to a 
professional group which is rendering a service univers- 
ally considered indispensable. Upon the community, there- 
fore, rests the responsibility of providing such endowment 
as will make possible the necessary and constructive 
changes both in the reorganization of the training school 
and the hospital. Miss Logan took up in detail the 
changes involved in such reorganization, and further 
urged that the public be appraised of those essentials 
upon which the education of the nurse is built. She sug- 
gested, wherever possible, the incorporation or privileges 
of the nursing school in universities, colleges, or normal 
schools to lend that instructional part of the nursing 
school curriculum so necessary to the development of 
the nurse of today. In closing her paper, Miss Logan 
gave a description of the School of Nursing Health, Uni- 
versity of Cincinnati, Cincinnati General Hospital. 

Miss Ann H. Strong’s paper on “The Nursing Situation 
from the Public Health Point of View,” read by Miss 
Ella Philips Crandall, was next in order. Miss Strong 
strongly emphasized the general and greatly increased 
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demand for public health nurses, the increasing con- 
sciousness that the sick should be cared for on the basis 
of their need rather than on their ability to pay, and the 
fact that the public is realizing the need for protection 
from disease and showing a lively interest in health edu- 
cation generally. Perhaps one of the most interesting 
and hopeful announcements given out for some time was 
that of Miss Strong, concerning the recent appointment 
of a committee, with Professor C. E. A. Winslow of the 
Yale School of Public Health as chairman, to conduct an 
investigation as to “the field of public health nursing, 
the functions of the public health nurse, and the existing 
facilities for training, including both the hospital train- 
ing schools and the post-graduate courses in public health 
nursing.” Such data should certainly give a scientific 
basis upon which to build an improved curriculum for 
public health nursing. 

Pending the completion of this committee’s investiga- 
tion, Miss Strong points to certain defections in our pres- 
ent curricula of training schools as possible points of at- 
tack: the fact that from 31 to 47 calendar months, a 
longer period than necessary to prepare for other profes- 
sions, the prescribed time for the preparation of the 
public health nurse, deserves careful consideration; the 
importance of a course in theory and practice as sub- 
stantial, as is offered in other professional schools, if 
nursing schools are to attract college women; the neces- 
sity for shorter hours and the urgent need for definite 
funds other than supplied through the hospital to effect 
this newer nursing education. 

Miss Agnes Ward, general superintendent of nurses, 
Department of Public Charities, New York City, outlined 
an interesting plan on the training of attendants, now 
being tried out in that department. If this scheme, at 
present in its experimental stage, proves successful, it 
should do much towards offering the solution of supple- 
mentary assistance to the nurse, whether in the hospital 
or in public health service. 

Miss Carrie Van Der Water, Mount Vernon Hospital, 
Mount Vernon, N. Y., presented a paper on “Nursing 
Complication To Be Dealt with and Adjusted in the Small 
or Moderate-Sized Hospital from the Point of View of the 
Hospital Superintendent.” 

In the discussion following these four papers, Miss 
Mary L. Keith, Rochester, N. Y., expressed the belief that 
screen publicity concerning nursing schools would do much 
toward stimulating the number of candidates, and that 
the introduction of obligatory instruction in simple nurs- 
ing procedures in the senior year of high school students 
would greatly assist in providing home nursing care where 
the skilled services of a trained nurse were not indicated. 

Miss Sophia F. Palmer, on being asked to speak, went 
back to the time when the two-year course had been in- 
creased to three, because it was felt that two years was 
too short a period to get in all the branches of nursing 
essential to the making of a well-rounded nurse. But the 
additional two years had not brought that which had been 
hoped for educationally. The increased time had been 
given over to repetition of routine, and now some of those 
women best qualified to judge were beginning to feel that 
a return to the two-year course might be advisable. As 
for shortage of student nurse applicants, Miss Palmer, 
declared “there always had been and there probably 
always would be.” 

Miss Crandall urged, that, with the introduction of 
trained attendants supplementing the work of the nurse, 
great care be observed, so that there would not develop 
grades of nurses, one for the sick poor and one for the 
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sick rich. Economy of resources would indicate a parallel 
service to every class of society. In Cleveland an attempt 
has been made to attain such an end by forming a “Com- 
munity Conservation of Resources” organization. 

Mr. Daniel Test of Philadelphia expressed the opinion 
that “the people should get what they want and can pay 
for.” If their means will allow of attendant’s service 
only it is the obligation of society to see that such serv- 
ice be provided. He further stated that if the nursing 
profession did not meet this need other groups would. 

Miss Crandall replied that it is this very middle class 
which is giving the greatest concern. To this end the 
Visiting Nurse Associations were organized, so the ill pa- 
tient, whether he be rich or poor, should have at least the 
minimum of skilled nursing care. 

Dr. Parnall, medical director, University of Michigan 
Hospital declared that he believed the trained attendant 
to be a menace to the health of the public and that he was 
glad the various bills introduced in behalf of this type of 
worker had not passed their respective legislatures. The 
minimum requirement for entrance to a nursing school 
he fixed at high school graduation. 

To summarize the proceedings of the meeting, the crux 
of the situation seems to lie in a lack of resources. The 
signs of the time point now, as never before, to the 
expediency of establishing nursing schools on an educa- 
tional basis, parallel to other educational institutions. 
Such action would assure better teaching, better school 
equipment, shorter hours, and, in the end, would yield the 
most economic returns in the education of the student 
nurse and her future service as a graduate in social use- 
fulness. In order to carry on this new scheme of nursing 
education, certain organization must be effected in hos- 
pital management. This reorganization would involve 
the employment of paid hospital helpers, so that the time 
of the student nurse be not utilized for routine work be- 
yond that point in securing efficiency of technic. 
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Hospital executives in attend- 
ance at the Cincinnati convention 
—particularly those planning new 
buildings or extensions — were 
greatly interested in the architec- 
tural display held in one of the 
parlors on the mezzanine floor of 
the Hotel Gibson under the gen- 
eral direction of Dr. John Allan 
Hornsby. The exhibit consisted to 
a large degree of plans and photo- 
graphs of architectural features in 
hospitals in various sections of the 
country. Extremely interesting 


Given these ideal conditions or, in the beginning, only 
their approach, the nursing education of the future offers 
unlimited promise and hope. 


Wednesday, September 10, Morning 


JOINT GENERAL MEETING OF THE AMERICAN HOSPITAL ASSO- 
CIATION AND THE AMERICAN HOSPITAL CONFERENCE 


A great deal of interest centered in this meeting. The 
speakers were Dr. S. S. Goldwater, director of Mount 
Sinai Hospital, New York City, Dr. John M. Dodson, dean 
of Rush Medical College, Chicago, and Mr. John G. Bow- 
man, executive secretary of the American College of 
Surgeons. 

Dr. Goldwater was scheduled to speak on “The Organi- 


and instructive were the models of 
army hospitals and photographs of 
army hospital trains illustrating the 
method of handling wounded 
soldiers in hospitals and in transit. 
The exhibit of plans and photo- 
graphs illustrating the “cross-cut” 
plan of hospital construction as ad- 
vanced by Mr. Asa S. Bacon, super- 
intendent of Presbyterian Hospital, 
Chicago, attracted the interest and 
attention of the many hospital 
people and architects who visited 
them. 


zation and Functions of a Hospital.” Feeling, however, 
that little was to be gained by a discussion of this sub- 
ject along orthodox lines, he took the liberty of digressing 
from it and, by following a patient in imagination through 
the average hospital, sought to arrive at certain specific 
problems, the solution of which might be undertaken by 
the American Hospital Conference. 

When a patient enters the hospital he brings with him 
certain needs. The first of these needs is that his condi- 
tion should be accurately determined and recognized. This 
duty rests with the intern, if there be one, who, working 
under proper supervision, should be able to make a fairly 
accurate classification. Most hospitals, however, have no 
interns, and it should be one of the purposes of the Ameri- 











can Hospital Conference to devise some scheme for pro- 
viding the hospitals of the country with an adequate num- 
ber of interns. This is the more necessary, as patients 
are frequently sent in by physicians who are not always 
qualified diagnosticians. Many patients seek entrance on 
erroneous certificates in instances where physicians have 
failed to use scientific precision rather than snapshot judg- 
ment. Many cases, moreover, of an obscure character call 
for team work. When, however, no machinery for group 
diagnosis is provided, there is no way of making possible 
that combination of talents and concentration of many 
kinds of knowledge necessary to solve some of the critical 
problems where life itself may hang in the balance. 

A diagnosis once established, skilled treatment, Dr. Gold- 
water contended, can be carried out only through a proper 
assignment of functions to the various members of the 
staff. 

The next problem is the necessity of keeping accurate 
records of what is done for the patient while in the hos- 
pital. The American Hospital Conference must persuade 
hospitals that, for a number of reasons, clinical records 





The non-commercial] exhibit, ar- 
ranged by a special local com- 
mittee under the direction of Miss 
Alice Thatcher, superintendent of 
Christ Hospital, Cincinnati, was 
held in room A on the mez- 
zanine floor of the Hotel Gibson. 
It was one of the most attractive 
features of the convention and 
aroused great interest among all 
in attendance. Bethseda Hos- 
pital a very interesting section 


are important. When, for instance, because of illness or 
unavoidable absence, substitutes must be provided, they 
are unable to continue treatment intelligently except on 
the basis of carefully kept records. Dr. Goldwater also 
indicated that there were medicolegal reasons why ac- 
curate records should be kept. Not the least important 
reason was that the physicians themselves, the hospital 
superintendent, and the public might judge accurately as 
to the character of the work the hospital was doing. 

Dr. Goldwater contended that there never would be a 
fixed hospital standard, as the hospital is an organization 
which is constantly growing. There are, however, general 
minimum standards which are essential for decent, ef- 
fective work, and these should be speedily determined. At 
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present hospitals cannot give adequate data to those who 
are struggling with some of the big problems, such as 
health insurance and medical organization under state 
supervision. He urged hospitals to study their problems 
more intensively and to be prepared to take their rightful 
part in the formulation of the broad hospital and medical 
programs now under consideration. 

He conceded the fact that adequate service was often 
lacking because of want of means and that some of the 
reforms that were being suggested, such as the eight-hour 
day for hospital nurses and hospital help, could not be 
introduced, however much they were believed in, because 
hospitals were compelled, under the lash of poverty, to 
cling to traditional methods. This situation, however, he 
felt could be corrected only by facing it squarely, and 
frankly asking the community for relief. 

Referring to the crisis in the nursing situation, he de- 
clared that fully two-thirds of the hospitals were appeal- 
ing for more nurses but were unable to secure them. 
If the eight-hour day or a shortening of the course would 
bring the needed nurses, he suggested that these changes 






of the exhibit. 
of Cleveland gave 


Rainbow Hospital 


a unique dis- 


play of hospital practice in minia- 
ture, which consisted of tiny 
beds with doll patients. The Ohio 
Board of Public Health supplied 
interesting statistical information 
regarding the present hospital 
situation of the state. These were 
but a few of the outstanding 
features of a most artistically 
arranged and attractive display. 


be made. He suggested that legislation to deal adequately 
with the training of attendants to help the nurses was 
essential. Six bills attempting to solve the nursing prob- 
lem in six different ways had recently been introduced in 
state legislatures. Dr. Goldwater argued that these differ- 
ences, often resulting in the clashing of personalities be- 
fore legislative committees, should be resolved by some 
central body in order that a uniform program might be 
presented. 

Dr. Goldwater also referred to the problem of training 
hospital social service workers and expressed the hope 
that a standardized plan of training would shortly be 
established. 

Faced with these specific problems, Dr. Goldwater felt 
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that the American Hospital Conference should enter upon 
its work with a broader conception than that which con- 
fined hospital activities within the four walls of any 
given institution. The economic interests of hospitals and 
the growth in public health work should lead hospitals to 
establish closer relationships with the outside world. 

Dr. John M. Dodson spoke on “Medical Education 
Through the Staff and Intern.” He said that, while medi- 
cal education was only one of its functions, the modern 
hospital was an essential factor in medical education. 
Even four years of intensive instruction is not adequate 
to fit men for the independent practice of medicine, and 
at least one year of supervised practice at the bedside is 
essential. But not only must the hospital fit men to prac- 
tice medicine independently in the community; it must 
also instruct for its own good. Even after four years of 
instruction, students are not facile in diagnosis, and 
superintendents must not expect them to come in as ex- 
pert interns but must train them, just as nurses and 
social workers are trained. 

Dr. Dodson felt that nothing keeps a staff up to the 
mark like making it teach. He branded as fallacious the 
conception that only pauper patients could be used for 
teaching purposes. We are, he thinks, getting over the 
notion that patients do not like to be demonstrated over. 
The demand for post-graduate or polyclinic instruction 
which would enable practising physicians to keep in touch 
with the progress in their field, is not being met ade- 
quately; Dr. Dodson contended that it could be met in 
most hospitals by post-graduate courses which would im- 
prove the services of those hospitals from 50 to 100 per 
cent. He called attention to the fact that legally intern- 
ship of one year in an improved hospital is required for 
licensure in six states. Eight medical colleges, moreover, 
will not give diplomas without a year’s internship. 

In Dr. Dodson’s opinion all the functions of the hos- 
pital are so interlocked that, when one department of the 
hospital is improved, all departments feel that influence. 
The present need is to know what hospitals there are 
which maintain certain minimum standards and the 
American Hospital Conference is a logical body to take 
logical, feasible means of finding out what standards we 
now have. 

Mr. John G. Bowman, director of the American College 
of Surgeons, spoke on “Better Professional Work Through 
a Better Staff and Better Records.” He contended that 
the various associations forming the American Hospital 
Conference are inseparable parts of the hospital. One 
part, he felt, could not wisely criticise the other, but all 
should get together on the larger task. The American 
College of Surgeons attempted merely to get things 
started. The college, he said, was planning shortly to 
issue a report covering its study of 2,400 hospitals of 
twenty-five beds or more, including 840 general hospitals 
of one hundred beds or more. In this study, the college 
had attempted to find some basis on which the hospitals 
might judge where they stood. Two questions were asked 
the hospital: first, what are you trying to do?—and sec- 
ond, what one thing needs most to be done now? The one 
thing that stood out as a result of the inquiry as most 
essential was that staff meetings should be held regularly, 
at which, on a basis of fact, members of the staff might 
find out wherein they had failed. Mr. Bowman intimated 
that out of 840 hospitals visited personally on behalf of 
the college, about 175 in United States and Canada held 
regular staff meetings. He felt that, in order to get 
thoroughgoing results, it would be necessary to carry this 
whole matter to the chambers of commerce or other repre- 
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sentative organizations in various communities. These 
organizations could be made to realize the situation in the 
hospitals of their respective communities without breaking 
the confidence which the community had in the hospitals 
and are in a position to see that the hospitals furnished 
the grade of service which the community had a right to 
expect. 

In the discussion which followed, a representative of 
Cook County Hospital of Chicago stated that all of the 
physicians in the Cook County Hospitals were members of 
the teaching faculties of the various medical schools. The 
teaching of the intern is done in small ward talks, the 
students being limited to ten. These men write histories, 
take specimens of urine and blood, and examine the x-ray 
plates. They also receive instruction in history-taking 
and have weekly meetings. Dr. Sexton, superintendent of 
the Hartford Hospital, Hartford, Conn., made a plea that 
hospitals should appraise and standardize themselves. He 
also stated that two years ago the Hartford Hospital in- 
troduced the eight-hour system for their nurses and that 
they were constantly obliged to turn away applicants. 

Mr. Barrow B. Lyons, superintendent of Delaware Hos- 
pital, Wilmington, contended that it would be difficult to 
realize some of the ideals set forth by the various speak- 
ers, for it was a question not only of the soundness of the 
ideals but of the way these ideals struck the trustees. In 
all advancement, funds, of course, were necessary, and 
these were increasingly difficult to secure because of in- 
come taxes, labor troubles, and the necessity for retrench- 
ment. Even the inaugauration of regular staff meetings, 
which seemingly might be done at little expense, required 
funds for clerical help, for laboratories, and for compe- 
tent pathologists. He said that superintendents were also 
hampered by the attitude of trustees who think they know 
more about the hospital than the superintendent does 
himself. 

In closing the discussion, Dr. Dodson raised the question 
of how hospitals were to get enough interns, in view of 
the fact that last year all the medical schools graduated 
only 2,600 students, while the demand for interns ex- 
ceeded 4,000. He suggested as a possible remedy that the 
service of interns be increased two years thereby virtually 
doubling the number of interns. As a means of increas- 
ing hospital efficiency, he suggested that doctors maintain 
their offices in, or closely adjacent to, the hospitals in 
which they were practising. 


Wednesday, September 10, Afternoon 


JOINT GENERAL MEETING OF THE AMERICAN HOSPITAL ASSO- 
CIATION AND THE AMERICAN HOSPITAL CONFERENCE 


Rev. Maurice E. Griffin, of Youngstown, Ohio, vice- 
president of the Catholic Hospital Association, presented 
a paper on “The Hospital’s Service to Humanity.” Fol- 
lowing this paper one was read by Miss Sara E. Parsons, 
superintendent of nurses, Massachusetts General Hos- 
pital, on “The Education of the Nurse.” Both these papers 
will be published in a later issue of THE MopEerRN Hos- 
PITAL. 

The last speaker was Edwin R. Embree, secretary of 
the Rockefeller Foundation, who spoke upon “Hospital 
Development from the Trustees’ and Laymen’s View- 
point.” Mr. Embree declared that he did not think there 
were many things which the laymen tried to decide about 
hospitals, particularly in regard to the complex technical 
problems which present themselves to hospital administra- 
tors. In regard to the nursing problem he said, “Even the 
most ignorant layman knows enough to let that buzzsaw 
alone.” In the problems, however, in which the hospital 








directly affects the welfare of the community, he said the 
laymen were very much interested. The layman is in- 
terested in the cure of sickness, in the training functions 
of hospitals (that is, in the training of interns, post- 
graduate medical work, training of nurses, the training of 
social service workers), and in community relations, par- 
ticularly those which fuse the hospital with the public 
through the social service department. To a lesser ex- 
tent, he said the layman was interested in hospitals as 
institutions for furthering research work for the preven- 
tion of disease and for the advancement of science. Yet 
more than in any of these things he felt the layman was 
interested—and rightly so—in having hospital service 
given which was adequate, geographically well distributed, 
and on a democratic basis. In referring to a speaker of 
the morning session, he said he believed it was true only 
in part that hospital boards were not willing to appropri- 
ate the funds necessary to meet the highest standards of 
hospital service. “While the hospital trustee will refuse 
to raise the salary of this clerk or the other, or to create 
a new position on account of scarcity of funds, I do not 
believe that the trustees will have the same point of view 
if the matter is presented to them from the angle of broad 
medical needs. The average man who gives to hospitals 
will respond to a real demand for adequate hospital 
service.” 

Mr. Embree then spoke of the need for less charity in 
hospital service. How obnoxious to a free American, he 
said, would be the idea of having to accept education from 
so-called charity schools! Must we depend upon a few 
wealthy persons for our hospital service any more than we 
do for our schooling? We must work out a more demo- 
cratic scheme. Will the day not come when each man can 
demand adequate scientific medical service, not because 
he can pay for it or because he is too poor to pay for it, 
but simply because he is a plain American citizen? 

Following Mr. Embree’s address, Miss Clara D. Noyes, 
acting director of the National Red Cross, remarked that 
she did not think the possibility of cooperation between 
the medical and nursing profession was as distant as Miss 
Parsons had intimated in her address. She said, “No 
lesser person than Dr. Weldon, has declared that the 
medical profession could never have reached the plane it 
has today without the intelligent cooperation of the 
nurses.” She felt that the apathy which the medical 
profession has shown to the nursing profession was due 
largely to a lack of understanding. “I do not believe many 
superintendents of nurses,” she said, “have the privilege 
of laying their problems first-hand before the medical 
boards of their hospitals. I believe that, if the nurses 
would struggle to get that sort of recognition for them- 
selves, they would be able not only to advance the stand- 
ing of their profession further, but to attract to their 
schools a better class of nurses.” 

Mrs. F. Holt, of the Woman’s Hospital and Infants’ 
Home, Detroit, presented the point of view of trustees. 
“I am here before you,” she said, “in almost a unique 
position. I am president of a women’s board of trustees 
of a woman’s hospital in Detroit. Our superintendent 
urged me, as her assistant superintendent in fact if not 
in name, to attend this meeting. I think that all that 
has been said about hospital boards of trustees has been 
said well. I think that boards as a rule are too often mere 
figureheads, but as a result of the war I believe that all 
of us have begun to realize very much more greatly our 
responsibilities on héspital boards. If hospital boards do 


not awake to the greater sense of their responsibilities, 
thev must get out and let somebody else come to do their 
work.” 
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Mr. Richard C. Borden, of Fall River, Mass., a trustee 
of the American Hospital Association, suggested that the 
American Hospital Association should immediately or- 
ganize hospitals in preparation for another war in case 
it should come. 

In answer to a question from the floor, Dr. Warner ex- 
plained that it was the particular purpose of the American 
Hospital Conference to bring all of the agencies which are 
interested in standardizing hospitals together, in order 
that one plan might be worked out. He also explained 
the method by which hospital boards of managers were 
represented in the American Hospital Conference. 

Answering a question as to whether or not accredited 
schools of nursing should train hospital attendants, Miss 
Noyes replied that such training would be very danger- 
ous indeed. “There is nothing to prevent an attendant 
trained in an institution,” she said, “from going out of 
that institution and saying that she was trained in it and 
practicing as a nurse. Until nursing becomes a licensed 
profession this will be very dangerous. Moreover, I don’t 
think you will get many women who will take such train- 
ing for attendants while there are training schools with 
standards so low that women can graduate from them 
and practice as a nurse without a thorough knowledge of 
the real elements of nursing.” 

Following Miss Noyes, Miss Parsons added, “When we 
get ready to train attendants we do not want to be satis- 
fied with simply giving them the work of domestics to do. 
A trained attendant should be able to give baths well, ad- 
minister simple medical directions in a trustworthy man- 
ner, cook a simple invalid diet, and even upon occasion, 
relieve the regular nurse. She should not be taught to do 
simply menial work.” 

Miss Goodnow of Boston called the attention of the 
meeting to the final report made about four years ago 
of a committee which was appointed by the American 
Hospital Association to study the problem of grading 
of nurses. “This was one of the most masterly produc- 
tions on the subject of nursing ever got out,” she said. “It 
was a prophetic utterance. It showed insight and good 
practical sense.” 


Wednesday, September 10, Evening 
GENERAL SESSION 


Mr. Michael M. Davis, Jr., director of the Boston Dis- 
pensary, read a paper on “Community Relationship of 
Hospitals.” Mr. Davis declared that a hospital must be 
judged as a part of the community team for better health, 
and by its relation to outside community factors, as well 
as by its internal organization. Among the conditions 
properly demanded of hospitals are provision for treat- 
ment of contagious diseases, care of maternity cases, out- 
patient and social service departments, and cooperation 
with the medical profession and the community for better 
civic conditions. All of these and more Mr. Davis de- 
clared to be essential in the development of reconstruction 
and particularly in the success of post-war financial pro- 
grams. A careful survey of the community field to see 
how the hospital fits into the community needs was urged. 
Conditions are varied and each community has its parti- 
cular problems; hence the necessity for studying the spe- 
cific needs of each community and the way in which the 
hospital may properly function. 

Dr. Otto P. Geier read a paper on “Health Insurance,” 
in which he pointed out what he considered to be vital 
defects of the proposed plans in this country. He char- 
acterized the pending bills in Ohio, New York, and other 
states as hasty and ill-advised, and urged the study of 
the medical and hospital phases of the proposals, so that 
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adequate provision would be made and the mistake of 
workmen’s compensation acts avoided. His plea was prin- 
cipally for a program of sickness prevention rather than 
for a system of sickness indemnity, but he believed in in- 
surance for the irreducible minimum of sickness. 

Mr. John A. Lapp, editor of Modern Medicine, discussed 
Dr. Geier’s paper, pointing out that all agreed on a pro- 
gram for prevention, but that the program of prevention 
should not be confused with health insurance. Sickness is 
constantly driving people down from higher to lower eco- 
nomic levels. It is to stop this decline that health insur- 
ance is proposed. Sickness is a measurable risk, and 
insurance is a simple business-like way to meet it. We 
meet many other risks that way. All businesses carry 
insurance of different kinds. Our experience in many 
fields points the way to the solution of the health insur- 
ance problem. Mr. Lapp characterized opposition to 
health insurance as made up principally of bogies which 
will be overcome in the same way that the many difficult 
problems of society are being met. 

Mr. Pliny O. Clark, superintendent of Ohio Valley Gen- 
eral Hospital, and chairman of the committee on legisla- 
tion, characterized the report of that committee (which 
he said he did not write) as a masterly production and 
handed it over to be read by its author, Mr. Howell 
Wright, secretary of the committee on legislation. This 
report, which is presented in full elsewhere in this issue, 
is of vital importance to hospital people. 


Thursday, September 11, Morning 
SECTION ON SOCIAL SERVICE 


Mr. John E. Ransom, director of the Central Free 
Dispensary, Chicago, read a paper on “Training for So- 
cial Service,” which will be published in full in a later 
issue of THE MODERN HOSPITAL. 

Dr. Charles E. Emerson, dean of the University of 
Indiana School of Medicine, read a paper on “Social Serv- 
ice and the Medicine of the Future.” What, he asked, is 
the medical social service of the future? Social service 
too often has to earn its right to exist by doing, not the 
work which properly belongs to it, but the work which 
boards, doctors, and nurses allow it to do. Too often it 
exists to make good the shortcomings of other depart- 
ments of the hospital. Social service, Dr. Emerson said, 
has done splendid work in humanizing the hospital, but 
the hospital should be human anyway. It should not be 
the province of social service to remedy the faults of a 
staff member who speaks and thinks of patients as cattle, 
for such a man should be reformed. The true province of 
social service Dr. Emerson illustrated by reference to 
four classes of cases of stomach troubles, all with super- 
ficially the same group of symptoms and all of which, 
twenty years ago, would have been treated in precisely 
the same way. Today refined methods of diagnosis, mak- 
ing use of the x-ray, chemical analysis and psychological 
investigation, show that one patient needs medicine, an- 
other needs a gastro-enterostomy, a third needs to have 
his wife taught cooking, and a fourth needs relief from 
worry, or at least comfort in grief. The clinic is a failure 
unless it supplies what is needed for cure in each case, 
whether it be medicine, operation, better cooked food, or 
spiritual comfort. Medical social service, Dr. Emerson 
said, is the highest form of therapy. 

Miss Imogene Poole’s paper on “Medical Social Diag- 
nosis, the Keynote of Hospital Social Work,” is published 
in full in the Out-Patient Department, page 362 of this 
issue. 
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Thursday, September 11, Afternoon 
RouND TABLE DISCUSSION 
As last year, the round tables under the chairmanship 
of Mr. Asa Bacon, superintendent of Presbyterian Hos- 
pital, Chicago, proved most interesting and instructive. 
Among the questions and answers were the following: 


PAYMENT OF ROENTGENOLOGISTS 


“What is the most satisfactory arrangement for paying 
roentgenologists?” One speaker contended that the per- 
centage basis was the best arrangement in small hospitals, 
because it made the roentgenologists equally interested 
with the hospital. The particular hospital represented by 
the speaker supplied the room while the roentgenologist 
supplied the apparatus. Another speaker stated that their 
arrangement was on a fifty-fifty basis, both as to expenses 
and profits. This particular hospital’s net profits last 
year were $3,000. One speaker contended that the net 
rather than the gross profits should be shared, and the 
share of the net profits should be greater than 50 per cent. 
Results of this arrangement turned out to be better both 
for the hospital and the roentgenologist. In another hos- 
pital where the roentgenologist furnished his own appa- 
ratus and supplies he was paid a salary for taking pic- 
tures of ward patients. Another speaker contended that 
a “fifty-fifty’ arrangement was unethical and commercial, 
and consequently should never be entered upon. 


THE HELP PROBLEM AND ITS SOLUTION 


“How can the present help problem best be solved?” 
One speaker contended that if the help were treated less 
like cattle they could be obtained more easily. Another 
speaker contended that it is not a question altogether of 
dollars and cents, but rather the simple one of general 
unrest among labor. He suggested that the question re- 
solved itself into one of service to humanity, a contention 
which was stoutly contested by another speaker who con- 
tended that a laborer was entitled to a higher rating and 
it was all wrong to hold up the idea of service alone. One 
delegate thought that the cessation of immigration caused 
a large part of the trouble. He felt that we had educated 
our children to a point which made them unwilling to 
engage in menial labor. Another felt that we have been 
paying our help altogether too little in the past and that 
we must now pay adequate wages if we are to hold them. 

When the employees of one hospital were about to strike 
the administration discussed the matter with them and 
found that they did not really know why they were about 
to go on a strike but simply wanted to be in line with 
other labor organizations which were striking. When 
they were made to realize that in its place their work 
was quite as important as the nurse’s and doctor’s they 
called the strike off. This speaker contended that there 
was often a tendency to isolate the workers and be too 
stern with them lest they over-ride the administration. 

When Mr. Bacon, who led the discussion, called for an- 
swers to the question of what engineers were being paid 
in 75-bed hospitals the answers ranged from $85 per 
month to $150 and board. The questions as to what cooks 
were receiving in hospitals of 75 beds brought replies of 
from $50 to $85 per month. 

CARE OF FLOORS 

“How can hard-wood floors best be cared for?” One 
architect responded that the best way was not to put 
them in. Another suggested that they be made smooth 
and then covered with linoleum. 


CONTROL OF WATER WASTAGE 
“How best can the hospital control waste of water due 
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to leakage?” One superintendent stated that when he 
found his faucet leaking he went to a machine shop and 
had renewable seats inserted. This speaker made a plea 
for the standardization of hospital equipment along a line 
that would make it possible to repair individual parts, 
thereby obviating the necessity of discarding entire pieces 
of apparatus. One speaker who found that his water bills 
had risen from $25 to $95 a month got the city to look 
over his plumbing and finally found that the flushing 
supply of the toilets were leaking. 


PAYMENT OF PATIENTS’ FEES IN ADVANCE 


“How shall the hospital collect from patients weekly in 
advance?” One superintendent said that he places an- 
nouncements in the hands of relatives and friends at the 
admitting desk giving the specific rates, invites discussion, 
and makes it clear as to just what the care of the patient 
will cost. One speaker contended that it is not so much 
a question of the weekly payment as it is of the renumera- 
tion of the hospital for the entire service given the patient. 
He felt that laws similar to those safeguarding hotels 
should be passed in all the states. A layman said that in 
one of the hospitals with which he was acquainted the 
patients suffered from the constant nagging which they 
received from the administration regarding not paying, 
which was altogether inhuman and inexcusable. In one 
institution in which the administration had been hitherto 
lax in the collection of its bills, the whole question of pay- 
ment of bills was taken directly to the public through a 
series of questions published in the daily newspapers. 
Qne of the questions asked was whether patients who 
were being treated in private rooms and who neglected 
to pay their bills should be removed to the ward. The 
answer to this and other questions enabled the administra- 
tor of this hospital to adopt a definite policy backed by 
public opinion. One speaker contended that unpaid bills 
were often the result of improper charges and stated that, 
if more care were used in admitting patients and classify- 
ing them financially, there would be less trouble regarding 
the payment of bills. One hospital has adopted the plan 
of placing bills on the superintendent’s desk when they are 
two weeks overdue. The superintendent then turns them 
over to the social service department for investigation and 
if the social service department finds that the patient 
cannot afford to pay the bills he is put on the free list. 
One superintendent believed that the time to make all 
financial arrangements is when the patient comes into the 
hospital and felt that a frank business arrangement would 
not be resented. One hospital found it advantageous to 
make previous arrangements with the physicians who sent 
patients to the hospital by sending them schedules of rates 
and rules. Another hospital sought the assistance of the 
staff and those who sent in patients, asking them to use 
a card which ran as follows: “Please admit so and so 
eee ward.” This enabled the hospital to use the 
ccctor’s estimate as a source of information regarding the 
patient’s financial ability. 


THE DIETITIAN AS PURCHASER 


“Should the dietitian buy the food for the hospital?” 
That depends on the dietitian, said one of the superin- 
tendents. Another, however, felt that the dietitian was 
rot trained to buy food, but rather to work out the in- 
tricate problem in diets. This idea was strongly sup- 
ported by several of the dietitians, who contended, 
however, that they should have something to say about the 
quality of the food that was purchased, particularly if 
they were to be held responsible for the food bills. One 
superintendent maintained that the purchasing agent 
should purchase the food as well as other supplies but 
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in doing so should consult with the various heads of de- 
partments involved. An argument in favor of not having 
the dietitian do the purchasing was that the purchasing 
should not be in the hands of the one who consumes. An 
outburst of laughter followed the question whether any- 
one had the buying done by the board of women man- 
agers? 
COMMUNITY AMBULANCE 

“What has been the experience of the members present 
regarding a community ambulance service?” Mr. Olsen 
described the company which has been formed in Minne- 
apolis called the Emergency Ambulance Association. All 
of the hospitals in town agreed to discontinue their ambu- 
lance services and turn the service over to a young man 
who bought four ambulances—Pierce-Arrow and White 
cers. The twelve hospitals now patronize this service, and 
each one is served by having three or four on call all of 
the time. They pay $4.50 a call for the free cases. Pay 
patients pay for the call themselves. The service is also 
ofen to the use of private families for transporting in- 
valids from the home to the train or wherever the need 
may be. There is a 5 per cent cash discount to hospitals. 

In regard to this service, Dr. Ancker said he did not 
believe an accident service was worth anything, unless an 
intern went with the ambulance, which, of course, is not 
the case in the service described by Mr. Olsen. Dr. 
Ancker presented the case of a woman giving birth to a 
child in an ambulance and one of the members said that 
he had never heard of an instance in which such procedure 
did the woman any harm. Dr. Ancker replied by asking 
if he would like his own wife to give birth to a child 
without skilled attendance. Upon a question from the 
chair, it was discovered that only about one-fourth of the 
members present operated an ambulance service of their 
own. 

VOLUNTEER SOCIAL SERVICE WORKERS 


“Are volunteer social service workers of any practical 
valve?” Miss Poole, in charge of the social service depart- 
ment of the Cincinnati General Hospital, said that she 
had found them very helpful indeed. Another member 
volunteered the information that they had been extremely 
useful in assisting his social service department in non- 
technical work, such as writing records at the dictation 
of others, furnishing automobiles for the transportation of 
the social service workers, thus enabling them to make 
many more calls, and helping to bring the patients under 
the charge of the social service department to and from 
the hospital. 

HOSPITAL FIRES 


“Is it possible to obtain a fire-proof mattress for use 
in hospitals?”” Mr. Sturm of Chicago said that such mat- 
tresses could be obtained and also suggested the use of 
fire-resisting paint in old buildings. Mr. Fowler of 
Poughkeepsie said that, in spite of the fact that he held 
frequent fire drills and instructed every nurse not to 
stamp out a fire, he had at times seen them trying to 
stamp out incipient blazes. In answer to a question as 
to whether awnings might not be fireproofed, Mr. Sturm 
explained that there were acetate of lead preparations 
that could be used in waterproofing cloth. 


COMPENSATION CASES 


“Should compensation cases be carried at less than 
cost?” Mr. Frank Chapman of Cleveland took the firm 
stand that actual cost should be charged for all compensa- 
tion cases no matter in what part of the hospital they 
might be treated. 

The afternoon session was adjourned to meet at 8:00 
o’clock in the ballroom of the Hotel Gibson, since only a 
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portion of the questions asked had been answered and 
those present were eager that the list might be gone 
through. 
SHORTAGE OF NURSES 

“How can the question of the shortage of nurses be 
met?” Dr. Moss of Baltimore said that the Hebrew Hos- 
pital was employing nurses’ maids to do the housekeeper’s 
work which nurses had formerly done. Twelve maids had 
been employed by his institution. As a result nurses 
were less overworked, and were devoting more time to 
their studies and necessary work. Dr. Sexton, of Hart- 
ford, Conn., thought that the way to secure more nurses 
was to improve the conditions in the training schools. 
Mr. Test of Philadelphia asked the experience of those 
present regarding the continuance of training of college 
graduates who had been referred during the war to train- 
ing schools. Dr. Sexton said that four out of eight col- 
lege graduates referred to the Hartford Hospital had 
remained, and Mr. Test said that eight out of ten referred 
to the Pennsylvania Hospital had remained. Mr. Borden, 
Fall River, said he believed that the fundamental reason 
for women not entering training was that they now had 
cpportunities for larger remuneration and work not com- 
parable with nurses’ work. There is a class of women, 
he said, who are now “floaters” upon the community and 
who ought to find opportunities which they had never 
recognized before. The nurse will play a very important 
part in the community life of the future. We ought not 
to talk about an eight-hour day for nurses. Of course, 
we ought to see to it that the nurses are not overworked 
and exhausted but there ought never to be any question 
about calling them on duty when they are needed. Nurs- 
ing is a brain job and not a hand job, he said. Nurses 
are not clerks, bookkeepers, or saleswomen, but something 
of higher importance to the community. There are big 
openings for them as government and industrial officials, 
and there is a class of women unwilling to take up com- 
mercial professions who now ought to find a field for serv- 
ice in nursing more than ever before. 


LABORATORY SERVICE 


“How can the laboratory be made to pay?” Dr. Moss 
of the Hebrew Hospital stated that a flat rate was made 
for laboratory service, amounting to one day of hospital 
service for each patient. It the patient were a ward pa- 
tient, he paid one day’s ward rate, and if a private pa- 
tient, he paid one day’s room rate. The amount secured 
by this plan, Dr. Moss said, was sufficient to pay all lab- 
cratory costs and a balance in addition. No matter 
whether a person simply had a urinalysis done or four 
or five Wassermann’s, the charge was the same. In answer 
to a query from Mr. Chapman, he said they had had no 
complaints from patients in regard to this system of 
charging. 

FOOD FOR JEWISH PATIENTS 


“Can a plan be adopted for serving kosher food to Jew- 
ish patients?” Mr. Frank Chapman said he believed that 
it should be not only the desire of the hospital but also the 
pleasure of the hospital to cater to the idiosyncrasies of 
its patients. He explained that they had once tried to 
run a kosher and the usual kitchen at the same time and 
that he believed it could not be well done. At the pres- 
ent time, he said, the hospital permits the patients to have 
brought in to them especially prepared dishes, but makes 
a special service charge for serving them. 

Dr. Sexton then made the motion that a Round Table 
Discussion be held at the next convention of the American 
Hospital Association (with Dr. Bacon as chairman, added 
someone from the floor). The motion was greeted with 
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much applause and unanimously carried. A suggestion 
was then made that, in order to educate their trustees to 
hospital problems in the way in which so many trustees 
had expressed themselves as having been educated during 
this session, each hospital superintendent agreed not to 
come back to the next convention without at least one 
trustee. 
WATER TAX EXEMPTION 


“What about water-tax exemption?” Upon the show- 
ing of hands it was found that a large majority of those 
present were not exempted from paying water taxes. Mr. 
Test suggested that it might be possible in some cases 
where a complete reduction could not be obtained to pay 
at least a percentage. In Philadelphia he said hospitals 
were charged 15 per cent of the normal tax. Mr. Olson 
said that the way to beat the water tax collector was to 
dig a well. His hospital had dug a well which cost $3,900 
and the water is the best in the world. It costs them $15 
a month to operate a pump and tank, although they buy 
about $30 of water from the city for use in their steam 
boiler. Formerly the water tax of the hospital had been 
about $150 a month. 


TELEPHONE SERVICE 


“How can the hospital beat the telephone company?” 
One member complained that since Uncle Sam had taken 
over the telephones in his state, not only had the half 
rete been restored to full rate but that that had been 
increased to 50 per cent again. 


COMPENSATION INSURANCE 


“How can the hospital beat the compensation insurance 
companies—at least for the cost of the hospital premiums?” 
One member said that every time the cook or an orderly 
or any other employee cut a finger, he or she was sent 
to the dispensary to have it dressed. The same rule 
applied to any other injury received in the course of duty 
by an employee. A charge of $1 a dressing was made 
against the insurance company carrying the hospital’s 
workingmen’s compensation insurance. At one time a 
dietitian was badly burned by an exploding gas oven. She 
was placed in a $6 a day room and the hospital collected 
full rate from the insurance company for the time she was 
a patient. 


Friday, September 12, Afternoon 
GENERAL SESSION 


Dr. C. C. Pierce, Assistant Surgeon-General, United 
States Public Health Service, read a paper on the subject 
of “The Need for Hospital Facilities in the Venereal Dis- 
ease Program,” which was followed by the reports of 
various committees, and the election of officers. Dr. 
Pierce’s paper, which in his absence was read by one of 
his assistants, will appear in THE MopERN HOspPITAL. 

In the discussion of this paper, Dr. Robert Wilson en- 
dorsed the sentiment expressed in it that there should 
be more room in the general hospitals for so-called pa- 
tients of venereal diseases, but condemned all sentimen- 
tality toward those suffering from these diseases. He felt 
that patients suffering from venereal disease should not 
be placed in the same class as those suffering from typhoid 
fever and pneumonia. Another speaker contended that 
there was a sympathetic side to these diseases and that 
those suffering from them should not be classed as crim- 
inals. One of the nurses testified that she and others 
who had entered upon the service of nursing venereal dis- 
ease patients in the military hospitals with resentment 
end some feeling of horror soon changed their attitude to 
sympathy toward the patient. One speaker brought out 
the fact that the Pennsylvania Board of Life Insurance 











will not approve hospitals that refuse to treat cases of 
venereal diseases. 

The following officers were elected for next year: Presi- 
dent, Dr. Joseph B. Howland, superintendent Peter Bent 
Brigham Hospital, Boston; president-elect, Dr. Louis R. 
Baldwin, superintendent University Hospital, Minneapolis, 
Minn.; first vice-president, Mr. H. E. Webster, superin- 
tendent Royal Victoria Hospital, Montreal, Canada; sec- 
ond vice-president, Dr. R. G. Brodrick, superintendent San 
Francisco Hospital, San Francisco, Cal.; third vice-presi- 
dent, Miss Margaret Rogers, superintendent Jewish Hos- 
pital, St. Louis; treasurer, Mr. Asa S. Bacon, superintend- 
ent Presbyterian Hospital, Chicago; trustee for one year, 
Dr. Louis H. Burlingham, Barnes Hospital, St. Louis; 
trustee for two years, Dr. Andrew R. Warner, superin- 
tendent Lakeside Hospital, Cleveland; trustee for three 
years, Rev. Maurice F. Griffin, St. Elizabeth Hospital, 
Youngstown, Ohio, and vice-president of the Catholic Hos- 
pital Association; trustee for three years, Mr. Richard P. 
Borden, Union Hospital, Fall River. 

It was voted that the convention should meet next year 
in Montreal, Canada, the time to be either during the lat- 
ter half of September or the first half of October. 

The report of the treasurer and auditing committee 
showed the following: 


BDetemes, as Gf Jam. 1, 21998... cccccccvcessecoees $ 2,586.09 
CE ccc beuaekt aw nerndeedsecdanecdeesiuaeete 10,272.12 
BE ccicaebceecuds tebusnemnnnseuae eeaeneen $12,858.21 
ES, oc cicnnancedes 1640k400000000 80008 7,422.36 
Baan Ge ME ccc cccvcccncnccecsisenceces $ 5,435.85 


Following the brief report of the treasurer, the report 
of the Board of Trustees was read. The board reported 
having two meetings during the year, one in Cincinnati 
and the other in New York. At these meetings they ap- 
proved the arrangement for the Cincinnati convention, 
approved the proposal that the Association cooperate with 
the Red Cross in the distribution of a surplus quantity of 
gauze, adopted the policy of establishing service bureaus, 
and approved the appointment of two delegates to repre- 
sent the American Hospital Association at a meeting of 
the American Hospital Conference held in Chicago. 

Following the report of the Board of Trustees, Dr. Gold- 
water outlined the policy and future program of the 
American Conference on Hospital Service (printed else- 
where in this issue). Reports were also submitted by the 
Association committee on Accounting and the following 
resolutions offered by the Committee on Resolutions were 
adopted: 


WHereas, The American Hospital Association strongly protests 
agesinst the attempt which is being made in Congress, under cover of 
the prohibition law, to protect patent medicine frauds and to promote 
the sale of vicious proprietary beverages which are nothing but alcoholic 
beverages possessing no medicinal value, therefore, be it 

Resolved, that we ask that Congress consider most carefully the effects 
which would follow upon the enactment of any prohibition bill contain- 
ing an unguerded exemption of so-called patent medicines. 

Wuereas, the American Red Cross has, through the medium of the 
American Hospital Association, given to the civilian hospitals of the 
country approximately forty-nine million yards of hospital gauze or the 
equivalent in made-up surgical dressings, about fifteen million yards 
of which have already been distributed; now therefore be it 

Resolved, that this Association express its own great appreciation 
and the gratitude of the hospitals of the country for the magnificent 
and timely donation, especially at this crucial time when the hospitals 
are having such a desperate struggle for materials and money with 
which to continue their services to the sick. 

WHereAS, the world war has demonstrated more clearly than ever 
before the absolute importance of the skilled woman nurse in the 
successful conduct of battle by sea and by land, the preparation, there- 
fore, and the efficient and humane care of the sick and wounded after 
the war is over; 

Wuereas, there should be recruited, trained and maintained for war 
as well as peace service, a corps of women of intelligence, education, 
character and ability, corresponding in every way with the type of men 
from which officers of the army and navy must be provided, and 

Wuereas, the duty of recruiting, training and educating a nurse for 
army and navy and civilian service devolves upon the hospitals of the 
country and cannot be successfully performed without assurance to 
prospective pupils that their professional standing will have due recog- 
nition and especially that, when called into the service of the army 
and navy, their position and authority shall be such as to enable them 
to properly enforce all orders necessary for the care and welfare of the 
patients; now, therefore, be it 


THE MODERN HOSPITAL 





313 





Resolved, The Congress of the United States and all officers of its 
military and naval forces having interest or authority in the matter be 
respectfully requested and urged to take such steps as may be necessary 
to ensure that nurses now or hereafter engaged in the military and 
nava! forces shall have proper military rank relative to officers of cor- 
responding responsibility and authority in order that they may prop- 
erly and efficiently discharge their duties and in order that hospitals 
may successfully induce women who are capable of satisfactorily per- 
forming the obligaticns «f an army or navy nurse to undertake the 
necessary training with assurance that, if called into service, their char- 
acter and ability will receive just recognition. 


The meeting concluded with a few brief remarks by 
Mr. Test, superintendent of the Philadelphia Hospital, 
expressing the appreciation of the conference to the people 
of Cincinnati, the city, mayor, local committee, and public 
press, as well as the management of the Cincinnati Hos- 
pital and the officers of the Association, for the altogether 
pleasant and profitable convention about to close. 


FORMATION OF AMERICAN PROTESTANT HOS- 
PITAL ASSOCIATION 


Survey to Be Made of Protestant Hospital Facilities in 
the United States and Possessions. 


Over fifty representatives of Protestant hospitals, in 
attendance at the meeting of the American Hospital Asso- 
ciation, on September 9, met and organized the Ameri- 
can Protestant Hospital Association. Rev. Frank C. Eng- 
lish, financial secretary of St. Luke’s Hospital, Cleveland, 
was elected president, and Dr. John M. Cratty, superin- 
tendent of the Presbyterian Hospital, Philadelphia, sec- 
retary-treasurer. Headquarters of the association will be 
established in New York City, where Dr. English is 
director of the survey now being made, under the auspices 
of the Interchurch World Federation, of Protestant homes, 
hospitals, and institutions for children, the infirm and 
aged in the United States and possessions. The associa- 
tion voted to cooperate in the survey, which is to show 
and tabulate facilities and needs with a view to the de- 
velopment of future higher standards of service. 


Dental Work a “Godsend” 


Three hundred and twenty-six of Uncle Sam’s fighters 
were treated in the Red Cross dental ambulance in France 
in a period of two months. This miniature dental office 
on wheels was in charge of the United States Army den- 
tists, loaned to the Red Cross, who did everything from 
pulling teeth to performing the most delicate operations 
known to dental surgery. Before the army could provide 
proper facilities for dental work on troops in France, 
this ambulance was a veritable “godsend,” as many com- 
manding officers at the front expressed it. The men were 
treated at any camp where troops were billeted, and even 
up to the first-line trenches. Many men were treated 
under shell fire, and returned to their duties cured of 
that troublesome tooth. The dental ambulance consists 
of a regular dental chair with fixtures mounted on a closed 
automobile chassis. The equipment was supplemented by 
American instruments. 

Covering a period of two months, this dental ambulance 
treated 326 soldiers at 471 sittings for 431 cases of den- 
tal caries, 72 dento-alveolar abscess, 21 gingivitis, 10 de- 
vitalized pulp, 4 impacted teeth, 3 pericementitis, 6 pul- 
pites, 74 salivary deposits, 54 amalgam fillings, 2 amal- 
gam and oxyphosphate, 253 oxyphosphate, 2 gutta percha, 
27 root canal, 10 crowns reset, 5 bridges reset, 193 teeth 
extracted and 1 arsenical necrosis. In addition to the 
dental work done by this ambulance, the Red Cross had 
a free dental clinic at Red Cross Hospital No. 1 at Neuilly, 
formerly the American Ambulance Hospital, and after- 
wards operated by the Red Cross and the U. S. Army. 
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List of Personal Members, Institutional Delegates, State 
Delegates and Guests Registered at the American 
Hospital Association Meeting, Cincinnati 


Personal Members 








CALIFORNIA 
Levy, Lewis Copper..........- San Francisco, Supt., Mt. Zion Hospital 
CANADA 
Dn “T. Micenctoncesoaentsensenenn London, Supt., Victoria Hospital 
ee i errr rere Montreal, Supt., Montreal Hospital 
WE: Be Gee ccccescasecess Montreal, Supt., Royal Victoria Hospital 
COLORADO 
Ds Dintnctictnesareteeessbeuat Pueblo, St. Mary’s Hospital 
CONNECTICUT 
Pete, Be. Ta Beccsscwccscsecses Hartford, Supt., Hartford Hospital 
Cepneem, Bee Th. Me cevccccesesces New Haven, New Haven Hospital 
, Gs Messi se eeceeseeeucones New Haven, Supt., Grace Hospital 
DELAWARE 
Beene, Barwew Bese ccccccccsscs Wilmington, Supt., Delaware Hospital 
FLORIDA 
Harley, Lillah B....... neeaed Miami, Res. Supt., Miami City Hospital 
GEORGIA 
, De. Ginvicesscengsbeteuseontmens Macon, Supt., Macon Hospital 
 Seree pene seine ate Atlanta, Georgia Baptist Hospital 
ILLINOIS 
DN, B. Wia ccccccsnceensscccondasoes Aurora, Megr., Aurora Hospital 
ee. DOR Bic ccanecccvecencensn Chicago, Supt., Presbyterian Hospital 
Ball, Dr. O. F....Chicago, Pres., Modern Hospital Publishing Company 
Bauernfeind, H......Chicago, Supt., Evangelical Deaconess Hospital 
Ce, Sh GB. Deveceesesas Chicago, Mer. Editor, Hospital Management 
PE, Bs 60:0-0.5000.06600060000060 Chicago, Supt., Mt. Sinai Hospital 
A Me Bac0neesceeeesenees Chicago, Gen. Supt., Englewood Hospital 
Perry, Maude A. occcccccccccs Chicago, 419 N. Central Park Boulevard 
OE. ks ic cotndednienee dan eekenstebeanemamanesaes Chicago, 


Pres. Board of Directors, Washington Park Hospital 


Weber, Jos. J........ Chicago, Mgr. Editor, Modern Hospital Magazine 
Wikine, Dr. C. D..cccecocseses Chicago, Supt., Michael Reese Hospital 
OO Se Orr rere Danville, Supt., Lake View Hospital 
PE Es Meo adecondenseas De Kalb, Supt., De Kalb Public Hospital 
ON, Sh BER s cc cccccccesechesoences Elgin, Supt., Sherman Hospital 
Bee GED Be cccsscceseses Ottawa, Supt., Ryburn Memorial Hospital 
INDIANA 
Bement. BORG. .scccecstocevcecs Ft. Wayne, Supt., Lutheran Hospital 
Pee, SR Be cccccoccesss Richmond, Supt., Reid Memorial Hospital 
Cee, Ce, Tc ccccecsccceseeges Terre Haute, Supt., Union Hospital 
WE, Gn Dicdccaccesceace ...--Indianapolis, Supt., Methodist Hospital 
IOWA 
Collins, Herbert O...cccccccsceces lowa City, Supt., University of Iowa 
Graham, _, eer er Iowa City, Supt., University Hospital 
Ludy, Mary B...Des Moines, Supt. of Nurses, Iowa Lutheran Hospital 
Matthews, T. C.........-. Sioux City, Supt., New Samaritan Hospital 
KANSAS 
Moulder, J. McLean............. Kansas City, Supt., Bethany Hospital 
KENTUCKY 
Royan, Josephine.......... Lexington, Supt., Good Samaritan Hospital 
i a Ee Louisville, Supt., Norton Memorial Sanitarium 
Foremans, Mary E..... pebanenenn bene Louisville, Supt., City Hospital 
Ss Oe Se er Te Louisville, Hospital Consultant 
LOUISIANA 
Abramson, Louis...... Shreveport, Supt., North Louisiana Sanatorium 
MARYLAND 
See, ee, Ne Boo 00nsesaneancees Baltimore, Supt., Hebrew Hospital 
Seem, B. B...ccccccees Baltimore, Asst. Supt., Johns Hopkins Hospital 
MASSACHUSETTS 
Coleman, Louise M.......... Boston, Supt., House of Good Samaritan 
Faxon, Dr. i c-¢idesteenebas eis debhbeees sheaneneedtaeweeens Boston, 
Asst. Resident Physician, Massachusetts General Hospital 
TE ns 8 oon o 05: 0:50: 66 0606 dk ccvrcunieseenaineoseeeure Boston, 
Asst. Supt., Massachusetts Eye and Ear Infirmary 
DE ; Geseskasinceecane Corry, Pres. Corry Hospital Association 
SO My Wevisccescoesseessvenades Boston, Architect, 9 Park Street 
i _ Aer er Boston, Supt. Boston City Hospital 
Borden, Richard P....cccccesesecs Fall River, Trustee, Union Hospital 
Fuller, Bowes eee ere- Fall River, Supt, Municipal Hospitals 
PE Ch Te vtcececceeanes sbtrenwes Fall River, Supt., Union Hospital 
Barualy. mM vn4440etbeesedeaaeendendann Gardiner, Heywood Hospital 
OST Chelsea, Supt., R. S. Frost General Hosnital 
a, Te, DED Mikos.¢-6:0-00.5460000006nen $00%6s400-600004-40008 Chatham 
Cleland, Alice C....... Northampton, Supt., Cooley-Dickinson Hospital 
GN: Wists venecncneseenes Plymouth, Supt., Jordan Hospital 
MICHIGAN 
eer reer Ann Arbor, Dir., University Hospital 
Cooner, Lewis F......... Battle Creek, Dean, Battle Creek Sanitarium 
en cadestnnbeawsaasenede Detroit. Supt., Samaritan Hospital 
ih Ss Ue +s00566seeeentenceeheann® Flint, Suvt., Hurley Hospital 
oS SS ee Grand Rapids, Supt., Butterworth Hospital 
I BE Dcscocnvccesnsesocveuan Jackson, Jackson City Hospital 
i i. co6.c¢esseeneeeeeein Lansing, Supt., Snarrow Hospital 
MeBWerry Grnee....-ccccccesccces Muskegon, Supt., Hackley Hospital 
OT SS are Benton Harbor, Lieut.-Col. Medical Corps 
Be, GRID: Bis. 6 40.60. 66.65.00 400:0:605:09460 48695 000400006606 Detroit, 
Editor, Trained Nurse and Hospital Review 
MINNESOTA 
Pee Minneanolis, Supt., Northwestern Hospital 


Abbott Hospital 


DP Mss cdescnecoescnnenes Minneapolis, Supt., 
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Mateth, Mrs. Gord B.....cccocesscveess Minneapolis, Asbury Hospital 
rr Minneapolis, Supt., Hill Crest Hospital 
PE TNE Wik 8668 ck00Ktecadwaneesneesteawedessasduas Minneapolis, 
Supt., Northwestern Lutheran Deaconess Hospital 
Garwtem, GO. Peessccccessoes Wabasha, Supt., Buena Vista Sanatorium 
MISSOURI 
ere ee Kansas City, Supt., Wesley Hospital 
PE Di MP eckedessesasnaeads Kansas City, Supt., Wilcrest Hospital 
Se arr Kansas City, Bus. Mgr., Research Hospital 
OO ARR a rr St. Louis, Supt., St. Luke’s Hospital 
a ee | St. Louis, Supt., St. Louis Maternity Hospital 
ae SE” Cerri St. Louis, Supt., City Hospital 
Schoenherr, Marie M.............- St. Louis, Supt., Bethesda Hospital 
DE. We Uhaduunseserewaeas Springfield, Supt., Springfield Hospital 
NEBRASKA 
Fuller, Blanche M......... Omaha, Supt., Nebraska Methodist Hospital 
NEW JERSEY 
oes sa ede-esinern Dover, Supt., Dover General Hospital 
Ricketts, Henry E............ Belleville, Supt., Essex County Hospital 
, GE, Tio occ cccosccvrcensscccane Newark, Supt., City Hospital 
ee OE Miscccvseesduasaes Orange, Supt., Memorial Hospital 
Wallace, Margaret A....cccces Passaic, Supt., Passaic General Hospital 
Smith, ...-Plainfield, Supt., Muhlenberg Hospital 
Kavanaugh, E. A.Secaucus, Hudson County Contagious Disease Hospital 
NEW YORK 
Ford, Clarence E....Albany, Supt., New York State Board of Charities 
Dt Mi. @Gaaceessncctoenent Albany, Supt., Homeopathic Hospital 
SS OO errr Buffalo, Supt., Buffalo General Hospital 
0 Pre rrre Buffalo, Supt., Homeopathic Hospital 
CD. i004 46-000660nn 60ers bbntsn een cduedeenensaneatsaced Buffalo 
Gibson, Mrs. G. MM... ccccs Brooklyn, Supt., Prospect Heights Hospital 
Jacobs, Dr. Wm. F...... Brooklyn, Supt., Cumberland Street Hospital 
i 2 Ws Dcntectaseensouewe Brooklyn, Supt., Brooklyn Hospital 
McCreight, a Elmira, Supt., Arnot Ogden Memorial Hospital 
Ph 2 Mis cetdnceteepacmncened Ithaca, Supt., Ithaca City Hospital 
Graves, — Chicks whine Beka Rie eee beNeEtE Ithaca, Cornell University 
et Seer Jamaica, Supt., Jamaica Hospital 
Goldsmith, Fo ee LeRoy, Dietitian, Genesee Pure Food Company 
Vander Water, C. P..cceccocce Mt. Vernon, Supt., Mt. Vernon Hospital 
REE dun awinbtcersnen ants san imteneeeeabennneaaeens New York 
Bartine, Oliver H...New York, N. Y. State Charities Aid Association 
Black, Mrs. F. E....... 450 West One Hundred and Forty-ninth Street 
a ee New York, Deputy Convr. for Serbian Relief 
EU idisceaddaneen aden 0abeeNws cnamestenneaeeens New York, 
Secy., National Organization for Public Health Nursing 
i Sn Moevcneaencaeane New York, Supt., Hospital for Infirmities 
Greene, B. C.....0- New York, Supt. of Nurses, Mount Sinai Hospital 
2 Minseckeacnee New York, Gen. Secy., United Hospital Fund 
en Gk Pe ccecnceteneedeun New York, Supt., Memorial Hospital 
Laub, Raymond G........ New York, Med. Supt., Greenpoint Hospital 
Been, Ge Mio ancceeea New York, Hospital Consultant, 30 Church Street 
ee” Se New York, Supt, Laura Franklin Hospital 
Van Bipre, BD. deccccccccccccvece New York, Supt., Woman’s Hospital 
Os Mie kndndeceskatdenhemndnns Cbbenesbeeadaeb shane New York, 
Trustee, Department of Health, Willard Parker Hospital 
ee eS Poughkeepsie, Supt., Vassar Brothers Hospital 
Johnston, M. L..... Rochester, Supt., Rochester Homeopathic Hospital 
SE race Rochester, Sunt., Rochester General Hospital 
Stiler, W...... Rochester, Asst. Supt., Rochester Homeopathic Hospital 
PE, TM occsvevccnas Saranac, Sunt, General Hospital of Saranac 
PE, TE. Blin ceecscsneessececus Troy, Supt., Samaritan Hospital 
NORTH CAROLINA 
Se, Te -Miadescioenanns Fayetteville, Asst. Supt., Highsmith Hospital 
Munroe, John P...... Charlotte, Chief Executive, Charlotte Sanatorium 
PE, We Be Di cccesseccecisant harlotte, Sunt., Tranouil Sanatorium 
Se: Ge Mieasances Roanoke Rapids, Supt., Roanoke Rapids Hospital 
OHIO 
i ir. Jn. ccna anemia ae meaeie Akron, Gen. Supt., City Hospital 
SS & are Ashtabula, Supt. of Nurses, General Hospital 
i. Wc tieee anne hedia wean eee Bellaire, Supt., City Hospital 
SIRS RIG MR A acl inan saa anaes kas iiss bea when Waa eee Cincinnati, 


Suvt. and Medical Director, Cincinnati General Hosnital 
Butler, Alice...... Cincinnati, Pres. Board of Trustees, Christ Hospital 





Deaver, Mary F.......... Cincinnati, Sunt. of Nurses, Christ Hospital 
Detmner, Barter TGR, ce cccccccsecensss Cincinnati, Deaconess Hospital 
(i; & eee. Cincinnati. Pres., People’s Hosnital 
De UE Uh. occcacodéeacedwae Cincinnati, Sunt , Deaconess Hosnital 
SN a 6 didn Geis a acon: a sarees gaa eal Cincinnati. Health Officer 
Roberts, M. M....... Cincinnati, Supt., C. R. Holmes Private Hospital 
|} eee ree Cincinnati, Sunt, Jewish Hosnital 
Me scccrhaeecenecens aene Cincinnati, Supt.. Christ Hospital 
SS rrr Cincinnati. Sunt., Woman's Hosnital 
NS a ak oa a acerebateceel Cleveland. Dietitian. Lakeside Hosnital 
DE TL Ue datcstenntetuiiencenaed Cleveland. St. Luke’s Hospital 

SE GY a ere a” Cleveland. Sunt., Huron Road Hosnital 
le Mecctacsceusee. abedweadal Cleveland, Y W.C.A., Cleveland 
Sf 3 See ere Columbus, Sunt., Merey Hosnital 
eS ee Columbus, Sunt. of Nurses. Protestant Hosnital 
. St eS Re ae ayton, Supt.. Miami Vallev Hospital 
SS ere ree. Fremont, Supt., Memorial Hosnital 
I oh en ea Sandusky, Snvt.. Good Samaritan Hospital 
Ph: US thiderndncnkdaehemedwes Toledo. Sunt., Toledo Hosnital 
i Se aes Toledo, Sunt. of Nurses, Toledo Hosnital 
a Se SR Serer Warren, Sunt., Warren Fosnital 
Genevieve, Sister M.......... Youngstown, Supt., St. Elizabeth Hospital 

PENNSYLVANIA 

Viehdorfer. Alma M....cc.cccces Allentown, Supt., Allentown Hospital 
Frick, is ade iteas mapectite Abington, Supt., Abington Memorial Hospital 
i Tk Si. cncay gu aicke eke ew eaenn Altoona, Supt., Merey Fosnital 
DE: MON Dick «scenseecedad Bellefonte, Sunt., Rellefonte Hosnital 
MS < dacudeeeiekaenwe ail Coatesville, Sunt., Coatesville Fosnital 
eR Johnstown, Sunt.. Cambria Steel Hosnital 


Conemauch Vallev Memorial Hosnital 
Reaver Valley General Hosnital 
Citizens General Hosnital 
Howard Hospital 


Mower, K. A..Johnstown. Sunt., 
Rodtev, F. T.....New Rrichton. Sunt., 
Perron, M. PB. .ccees New Kensineton. Sunt, 
FD a h0kc0e0esenese Philadelphia, Supt., 








ee ae Sa ee ere er Philadelphia, 
Dir Social Service Department, University of Pennsylvania 
2 errr Philadelphia, Supt., Presbyterian Hospital 
Bees, Bh. Ere ccccccccccccscvesexess Philadeiphia, Supt., Rush Hospital 
OS eae Philadelphia, Supt., Mt. Sinai Hospital 
POSS. Are Philadelphia, Supt., St. Christopher’s Hospital 
Bieeeee, ©, Brcccccscescsss Philadelphia, Supt., Hahnemann Hospital 
Page, Henry E.........+. Philadelphia, Med. Supt., Lankenau Hospital 
Tannenbaum, Simon.............. Philadelphia, Supt., Jewish Hospital 
Sh: MEE Ms cseesnncceces Philadelphia, Supt., Pennsylvania Hospital 
Wagsem, BG. Wa ccccscccescores Philadelphia, Supt., Samaritan Hospital 
Oe Pittsburgh, St. Joseph's Hospital 
Etheldreda, Sister M...... Pittsburgh, Supt. of Nurses, Mercy Hospital 
Peed, Bre. A. BAGO. cccccccces Pittsburgh, Supt., Children’s Hospital 
EE, SP Gh vcesaeseesssecued Pittsburgh, Supt., Mercy Hospital 
—av—Ae—S 2 aa Pittsburgh, St. Joseph’s Hospital 
SS Si cecnadaane eng enenanceee mee Pittsburgh, Mercy Hospital 
Ce OMe nc cancueccasneseeanwaal Reading, Supt., Reading Hospital 
WO SOU, Bhs cc cnscccocesess Reading, Supt., Homeopathic Hospital 
Dundas, E. B...Rochester, Supt. of Nurses, Rochester General Hospital 
DONE Th, cass ctcendeones Sayre, Supt., Robt. Packer Hospital 
DA. ie Wen 606n0ndes bee eneenceueee Scranton, Supt., State Hospital 
McCalpin, Luella. 
Cumming, Margaret M............. Sharon, Supt., C. H. Buhl Hospital 
Asmstreomg, Victorias. ...cccece cecce Washington, Supt., City Hospital 
SS | ere Washington, Supt., Washington Hospital 
Been, The Ta cescenensseseense Wilkinsburg, Supt., Columbia Hospital 
Matthews, E. E....... Wilkes-Barre, Supt., Wilkes-Barre City Hospital 
SE Div casecciccwicdnwessneséeeoas York, Supt., York Hospital 
RHODE ISLAND 
Richardson, Dr. D. L....... Providence, Supt. and Pres., City Hospital 
SOUTH CAROLINA 
ie, - OE, Bic causknewasndbednsedsed Columbia, Supt., Columbia Hospital 
Seephonnats, Bee: FF. Thcccccsccsccvcns Taylors, Supt., Steedley Clinic 
TENNESSEE 
ne errr Memphis, Supt., Baptist Memorial Hospital 
ere, B. Gi cccsuccdses Memphis, Supt., Baptist Memorial Hospital 
TEXAS 
Hornbeck, 8. H.......0+ Corsicana, Physicians’ and Surgeons’ Hospital 
Pd, Uikenensenseacees Dallas, Supt., Baptist Memorial Hospital 
ee ee Port Arthur, Supt., Mary Gates Hospital 
Hill, Dr. H. Philip....... San Antonio, R. B. Green Memorial Hospital 
Wy BN hs. Weck cance nedbensdatsnenareesiadeweeaes San Antonio, 
Supt., Physicians’ and Surgeons’ Hospital 
PO, TE Deindescecesceunss Temple, Supt., King’s Daughters Hospital 
UTAH 
Crossland, Mrs. F. W....... Salt Lake City, Supt., St. Mark’s Hospital 
VIRGINIA 
Tom Fook, Meee Ba cccscccccncs Richmond, Supt., Stuart Circle Hospital 
Te PE, Wessccescceawews Roanoke, Supt., Lewis Gale Hospital 
DO, The Fie 6snsesncecse Staunton, Supt., King’s Daughters Hospital 
DISTRICT OF COLUMBIA 
Ss, SE, PH Mia bk dds encuseeeheweddesceeeseeeaneneesas Washington 
WEST VIRGINIA 
Dee. Bem, Waccnsesscccesncs Princeton, Supt., Princeton Hospital 
SE Welch, Supt. of Nurses, Welch Hospital 
Gs WE Sh, césncacwessokenus Wheeling, Supt., Ohio Valley Hospital 
Goodnow, Minnie...Wheeling, Dir. of Occupation, Ohio Valley Hospital 
WISCONSIN 
Pritechel, EH. Li... .ccccccccccece Milwaukee, Supt., Milwaukee Hospital 
Deen, Te Gh, Wesesresoctagancs Milwaukee, Supt., Columbia Hospital 
s-S. UEA ck uweseandanaa Wauwatosa, Pres. Board of Administrators 
WYOMING 
Phifer, Mangaret......ccccscces Wheatland, Supt., Wheatland Hospital 
Institutional Delegates 
ALABAMA 
ee. ee Gio u600cnedbskeudeeerenwedeokdcakeseeensdecsneee Selma 
CALIFORNIA 
PEOTUOT, BUEN. 6 oi 0400.60:0600000060460000006666500008496 San Francisco 
CANADA : 

Witter, De. Abeer. oo oo00006000600000000000000006 Calgary, Alberta 
Bema, GO c dn 6.060:066000:09:0:900000665600000000000800000080000 Toronto 
CONNECTICUT 
Pastiond, De, TR. Me cccccccccecsevesecccccecessecsesceeccessee Hartford 
Peet, Th. Then cccccoccscevccsecnvcesssceseseseeseces New London 
DELAWARE 
Pasar, A. Bocdcccccaccccdcnesesnecescsvesscesseececeses Wilmington 
GEORGIA 
Clare, Mother M........c.eeeees Atlanta, Supt., St. Joseph’s Infirmary 
Elkin, Dr. W. S..ccccoccccccece Atlanta, Dean, Atlanta Medical College 
Shivera, A. Ma. .ccesseceses Augusta, Supt., Margaret Wright Hospital 
Wright. Thos. R...... Milledgeville, Trustee, Georgia State Sanitarium 
Jones, Lowise........ccscccece Rome, Supt. of Nurses, Harbin Hospital 
Rakestraw, Miss Blanche...........+++-- Rome, Supt., Harbin Hospital 
Evangeline, Sister M..Savannah, Sister Superior, St. Joseph’s Hospital 
ILLINOIS 
Biewm, BD. Cocccccccecencesessess Chicago, Supt., Hahnemann Hospital 


Ackerman, Esther M..Chicago, Head Dietitian, Michael Reese Hospital 
Christian, Miss Charlotte..Chicago, Supt., Passavant Memorial Hospital 


Colwell, N. P..wccccccces Chicago, Secy., American Medical Association 
Hockaday, E J...... eresnaned Chicago, Supt, West Suburban Hospital 
Hoener, Valentine R....... Chicago, Asst Supt., Hahnemann Hospital 
Joseph, Blanche M....Chicago, Field Dietitian, Michael Reese Hospital 
Meyer, J. Shelly........ Chicago, Vice-Pres., Wesley Memorial Hospital 
Ragna Nord. Sister.........cccecccccccccceccscccsscecseecees Chicago, 


Supt. of Nurses, Lutheran Deaconess Hospital 
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eee cee ae Se scedeesen Chicago, Gen. Supt., Englewood Hospital 
Wee, TR Gis Dan nn ds 6000800nen59nnennsennsse4eeseesesces Chicago, 
Pres. and Director, Washington Park Hospital Y 
Sheehan, Helen M........... Rockford, Asst. Supt., Rockford Hospital 
Pee, Bee Gacecececas Waukegan, Surgeon, Jane McAllister Hospital 
INDIANA 
Braun, Sister Caroline..... Evansville, Supt., Prot., Deaconess Hospital 
Cee, Mavcgacaseastw Evansville, Prop., The Walker Hospital 
3 Se aa Indianapolis, Auditor, Robt. W. Long Hospital 
PE. DEED Biccnconcessedecuesaes Indianapolis, Industrial Nurse 
IOWA 
Mosthoem, Bi. AGBie«-ccccssseccaccece Dubuque, Supt., Finley Hospital 
KANSAS 
OB ersentsnwenedad Kansas City, Dietitian, Bethany Hospital 
en. Ee. Wile Decdescocecsaseaceeses Topeka, Supt., Christ's Hospital 
Re: SE Gi ceccevéccesseanceens Wichita, Supt., Wichita Hospital 
KENTUCKY 
Steinhauer, Sophia F......... Dayton, Supt., Speer Memorial Hospital 
Dan con8000846088068 Harlan, Supt., Harlan Hospital Association 
Benigna, Sister Mary......... Lexingten, Supt., St. Joseph's Hospital 
... a a c00seeneeetnisaseete Lexington, St. Joseph's Hospital 
Seen. BT Micevsceseoeaes Louisville, Supt., Louisville City Hospital 
See, We. Boccccccccvecse Dayton, Trustee, Spurs Memorial Hospital 
LOUISIANA 
Beme,. Ba ic. no6nn05040006060000006600050000000000000064 Monroe, 
Supt. of Nurses, St. Francis Sanitarium 
Jordan, Miss Julia......... New Orleans, Supt., Presbyterian Hospital 
See, Te. GW sccvcvcvesess New Orleans, Supt., Charity Hospital 
MARYLAND 
Fisher, Dr. Chas. T...... Baltimore, Supt., Maryland General Hospital 
TS rrr eee sere Baltimore, Supt., Hebrew Hospital 
Sampson, Stella W..Baltimore, Supt., Hospital for Women of Maryland 
MASSACHUSETTS 
Jones, Miss Marion R..... Athol, Head Nurse, Athol Memorial Hospital 
Kendall, Miss Sarah D........... Athol, Supt., Athol Memorial Hospital 
Davis, Michael W., Jr.......... Boston, Director of Boston Dispensary 
CO, DE Boss cnccsececes Boston, Supt., C. P. Huntington Hospital 
Wilks, Mies Caroline B.....cccccsees Boston, Supt., Boston Dispensary 
Wood, B. M.....ccceccccccccsers Boston, Dietitian, Boston Dispensary 
Bee GR. Bis 6 cesescesees New Bedford, Trustee, St. Luke’s Hospital 
MICHIGAN 


Springer, D. W....Ann Arbor, Supt., University of Michigan Hospital 
Bloomfield, Helen M....Battle Creek, Supt., Nichols Memorial Hospital 


WH Ts, TEN itn 54.0:06405ceneneseset0nse4snannsaaesede Battle Creek, 
Head Dietitian, Battle Creek Sanitarium 
Dee, Bi, Te Boks nandsnk6aseeieesessashseeesanscesiane Battle Creek, 
Supt. of National Training School, Battle Creek Sanitarium 
Stewart, Chas....... Battle Creek, Asst. Supt., Battle Creek Sanitarium 
Re. “Ws Micendcenksoceokas Detroit, Supt., Michigan Mutual Hospital 
Holt, Mrs. Fred....Detroit, Pres. Board of Trustees, Woman's Hospital 
Ph Dh Msg nnnggneeeektenceeeenkes ta Flint, Supt., Hurley Hospital 
PPT, GOR, Beccnccencsccncencccceseceensseasosacs Grand Rapids, 
Architect, Christian Psychopathic Hospital 
Stuart, G. J..... Grand Rapids, Supt., Christian Psychopathic Hospital 
Wells, Dr. Merrill....Grand Rapids, Supt, Blodgett Memorial Hospital 
Dee, GOBER, o00440060490042008 Muskegon, Supt., Hackley Hospital 
SS Oe Saginaw, Supt., Saginaw General Hospital 
TROUNNOGE, Bosc cccsenccconssouseaes Saginaw, Supt., Woman's Hospital 
Ph. Dk, Be. Wisesesseceden Traverse City, Supt., Genere] Hospital 
SEG, Te. De Bcc esisccosen Detroit, Supt., Delray Industrial Hospital 
MINNESOTA 
McRae, Dr. Alexander J..........+: Duluth, Supt., St. Luke’s Hospital 
BOOE, We. Wie 00000000006 0eeestns Minneapolis, Dir., Asbury Hospital 
Gieem, G.. Wis esescessccessascces Minneapolis, Supt, Swedish Hospital 
Ancker, Dr. Arthur B...... St. Paul, Supt., City and County Hospital 
MISSISSIPPI 
Hopper, F. C.cccccccccscsceces Meridian, Mgr., Matty Hersee Hospital 
Hopper, Mrs. B. M..Meridian, Supt. of Nurses, Matty Hersee Hospital 
MISSOURI 
ei FS. Disensdavcsevenesees Kansas City, Pres., Research Hospital 
Resaiin. Glater Ma cccccccvveses Kansas City, Diet., St. Mary's Hospital 
Burlingham. Dr. L. H........+.++.-- St. Louis, Supt, Barnes Hospital 
Cowles, Annette B......St. Louis, Supt., St. Louis Maternity Hospital 
DeChautal, Sister M....... St. Louis, Asst. Supt., St. Mary’s Infirmary 
Gulalia, Sister M..........++. St. Louis, Superior, St. Mary's Infirmary 
Wears, TREE. 00 ccccccccecsenses St. Louis, Supt., Jewish Hospital 
NEBRASKA 
Osterholm, Alvin N.........-- Omaha, Supt., Swedish Mission Hospital 
NEW HAMPSHIRE 
Beet, Be Ba cccnccscciees Manchester, Supt., Manchester City Hospital 
Wallace, Martha......cccccccccces Nashua, Nashua Memorial Hospital 
NEW JERSEY 
Kavanaugh, Mies EB. A..ccccccccccccscccses eee eeseeee +++. Jersey City, 
Supt., Hudson County Contagious Hospital 
Harper, Mrs. Wm. D........sscecesccccescveccess pe eeeee Long Branch, 
Pres, Monmouth Memorial Hospital 
ee. F.. This ccnccscccccuncesens Plainfield, Supt., Muhlenburg Hospital 
Shute, Ida M........ Secaucus, Supt. of Nurses, Tuberculosis Hospital 


NEW YORK 
Atkin, Edith. Binghampton, Supt. of Nurses, Binghampton City Hospital 
Jacobs, Wm. Frank Brooklyn, Supt, Cumberland Street Hospital 


Comhs, Josephine H..... Gloversville, Supt., Nathan Littauer Hospital 
Keeler, Sara..Gloversville, Supvr. Operation, Nathan Littauer Hospital 
GD. Mi convcsoccecssaneaeesa Ithaca, Supt., Ithaca City Hospital 
Robertson, Marie........... Jamestown, Supt., Jones General Hospital 
Shear, Fanchon C........+.+++++ Jamestown, Supt. W. C. A. Hospital 
Dighl, Chas. PF. cccccccccccs New York, Supt., Hospital for Deformities 
Gwyer, Dr. Fred’k...... New York, Supt, Lincoln Hospital and Home 
Hloimes, Geo. F.nccccccccccessese New York, Supt., Memorial Hospital 
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Kremer, Dr. G......... Staten Island, N. Y., Supt., Sea View Hospital 
Laub, ge Ty RRS New York, Med. Supt., Greenpoint Hospital 
‘wen meee, De. B. doccccecsecce .New York, Supt., Woman's Hospital 
Ward, Agnes A...... New York, Gen. Supt. of Nurses, Public Charities 
Young, i, Mancnseees .. s+. New York, Supt., Presbyterian Hospital 
Bates, Ethel H..........: ee Olean, Supt., Olean General Hospital 
Jackson, Rowena........... Rochester, Dietitian, Hahnemann Hospital 
OHIO 
Donnally, . ow ntaceenonnene Akron, Asst. Supt., Children’s Hospital 
Sf SS Sf Saar Alliance, Supt., Alliance City Hospital 
Quimby, Miss i Cu. rccccccccsccccccccsccs Bellaire, Supt., City Hospital 
Alexius, Sister Rose... ..Cincinnati, Supt., Good Samaritan Hospital 
Cyril, Sister Mary........ Cincinnati, Supt. of Nurses, Good Samaritan 
Felicitas, Sister M.Cincinnati, Operating Room Nurse, Sisters of Mercy 
CSN, COR. BWaccccccvccce ++++++-Cincinnati, Trustee, Christ Hospital 
Sa nk cen ksekebenstekeonseebnnecsencenesees Cincinnati, 
Asst. Supt., Cineinnati Tuberculosis Sanatorium 
SG, TENET Bis scccccescccsecess Cincinnati, Supt., Children’s Hospital 
I Cnc ntti e ee aeeed *?Cieveland, Chaplain, St. John’s Hospital 
Barnes, G. L...... Cleveland, Social Service Worker, Lakeside Hospital 
Chapman, F. E........ Cleveland, Administrator, Mount Sinai Hospital 
Delphine, Sister M......cccccece Cleveland, Nurse, St. John’s Hospital 
DUR, B. Recscceces Cleveland, Chaplain, St. Vincent’s Charity Hospital] 
Ph Eb Be Ge ccnsseescnscend Cleveland, Secy., St. Luke’s Hospital 
i, SOO Bloc 4600000eeseseanneeceee Cleveland, Charity Hospital 
Hoffman......... pee ....Cleveland, Secy., Fairview Park Hospital 
Mary, Sister..... neine .-Cleveland, Secy.-Treas., St. John’s Hospital 
es Ms Minn kanntnenn ses Naeksnadetesecnecanneceeéa Cleveland, 
Social Service Worker, Woman’s Hospital 
TR, ND Tha ccs cccdcnccesvscsccensevnses Cleveland, Charity Hospital 
ee a ee ae serrrrers. Cleveland, Supt., Lakeside Hospital 
Maurer, M. L........East Akron, Supvr., Springfield Lake Sanatorium 
Pattison, L. E...... East Liverpool, Supt., East Liverpool City Hospital 
, GE Bcc cacncensesevecncos Hamilton, Supt., Mercy Hospital 
Sy Wk Dbecscesevens Martins Ferry, Supt., Martins Ferry Hospital 
Hathaway, D. I... Massillon, Supt., Massillon City Hospital 
Neer, Dorothy.. (ieberenonenenn Springfield, Supt., City Hospital 
Eversman, Mrs. | 5: See Rity 2 <atce miei Cie ieeDiretet Toledo, 
Chairman House Committee, Maternity and Children’s Hospital 
Law, Mrs. Robt...... Toledo, Pres., Maternity and Children’s Hospital 
I, SM: Dic ccccedsddenseeséonsadeessasene n4an0eeneeeoes Toledo, 
Secy.-Chair., Maternity and Children’s Hospital 
Genevieve, Sister M....... Youngstown, Supt., St. Elizabeth’s Hospital 


Geraldine, Sister M..Youngstown, Anesthetist, St. Elizabeth’s Hospital 
Griffin, Rev. Maurice.... Youngstown, Trustee, St. Elizabeth’s Hospital 
Yengling, R. W. . Youngstown, Supt., Youngstown Hospital Association 
Joseph, Sister M..Zanesville, Supt. of Nurses, Good Samaritan Hospital 
Laurine, Sister .-Zanesville, Head Nurse, Good Samaritan Hospital 


AlezanGria, Bieter... .ccccccccsccecces Cincinnati, Supt., Seton Hospital 
BE, BOP cc cccccucceccs Cincinnati, Supt. of Nurses, Seton Hospital 
PENNSYLVANIA 
eee Ta, Ti ctccedcccncsscdsotccusess Altoona, Supt., Mercy Hospital 
Cee, SORONNIMO Ou. cccvccccccceses Clearfield, Supt., Clearfield Hospital 
De CE Wcocscdccosceseakesnseas Easton, Supt., Easton Hospital 
GER, Chas. Bu. ccccccccccses Germantown, Supt., Germantown Hospital 
Owen, ED Fic cccccncnevenss McKeesport, Supt., McKeesport Hospital 
Rodkey, Elizabeth.. New Brighton, et. Beaver Valley General Hospital 
Appel, Katherine...... 606000e6en Philadelphia, Supt., Howard Hospital 
Boteler, Mary B...ccccccccccces Philadelphia, Supt., Children’s Hospital 
PONE, BRMO Tecvcccccccccvccocecssssecesesvcsevoseseces Philadelphia, 
ot, St. Christopher's Hospital for Children 
Whiting, Dr. A. D...... Philadelphia, Med. Dir., Germantown Hospital 
Francis, Sister = [Sehebleae saan s ss atin badseseden Pittsburgh, 
Supt., Pittsburgh Sisters of Charity 
Laurentine, Sister M.......... Pittsburgh, Nurse, St. Francis Hospital 
SION De 6006400 0ctnreb one ebens505ee sore nsnesees Pittsburgh, 
Directress of Nurses, Pittsburgh Sisters of Charity 
Norberta, Sister M...... Pittsburgh, Head Nurse, St. Francis Hospital 
TWinster. Mother J..ccccocecscceseconer Pittston, Supt., Pittston Hospital 
Dunham, TE. BM...ccccccccccssecs Sayre. Trustee, Robt. Packer Hospital 
McLaren, Margaret.......... Warren, Supt., Warren General Hospital 
Ce, WUE Re cccccccescocvccnvccsectsereosecs Corry, Corry Hospital 
DE, Te. Biv cceveens Pittsburgh, Pres. of Staff, St. Francis Hospital 
SOUTH CAROLINA 
Wilkinson, Albert H.........+.+-ee0- Charleston, Supt., Roper Hospital 
Bushbee, Miss Olivia. Columbia, Directress of Nurses, Columbia Hospital 
Clark, W. J....+.- cecceenceeeoenes Columbia, Supt., Columbia Hospital 
TEXAS 
Hornbeak, S. H..Corsicana, Supt., Physicians’ and Surgeons’ Hospital 
Franklin, J. B...... Dallas, Supt., Texas Baptist Memorial Sanitarium 
Holliday, Mies Halen T....cccccccccccccccccsensccccccccccccccce Dallas, 
Supt., Training School, Texas Baptist Memorial Sanitarium 
Adams, Loic ccateneeae Ft. Worth, Asst. Supt., All Saints Hospital 
House, Margery......-..s++00. ool te Worth, Supt., All Saints Hospital 
Burnett, Mrs. J. B..cccccccscccces Houston, Supt., Baptist Sanitarium 
BOE, Meo cccccccceseseseces Houston, Bus. Mgr., Baptist Sanitarium 
TEU, De. Fi. PRM. cc ccccccccccccccccccccscescecccsecces San Antonio, 
Supt. and Mer., Robt. B. Green Memorial Hospital 
Childress, W. A....... Houston, Trustee and Treas, Hermann Hospital 
UTAH 
Crossland, Mrs. F. H...........- Salt Lake, Supt., St. Mark’s Hospital 
Wyvill, R. R....... shueee .....Salt Lake, Supvr., Holy Cross Hospital 
WEST VIRGINIA 
Griffin, Miss A. M........ ..-Keyser, Supt. of Nurses, Hoffman Hospital 


Oates, T. K... .-Martinsburg, Supt., City Hospital 
Vernon, Emma.... Parkersburg, Supt., City Hospital 
Clark, Pliny O..........Wheeling, Supt., Ohio Valley General Hospital 


WISCONSIN 


Agnes, Sister Mary...... .Fond du Lac, Dietitian, St. Agnes Hospital 
Natalia, Sister M.. .Fond du Lac, Supt. of Nurses, St. Agnes Hospital 
qomome, Sister M..Fond du Lac, Asst. Supt.-Secy., St. Agnes Hospital 





WE Ie Beccceccces Fond du Chief - Staff, St. Agnes Hospital 
Hipke, i: G. A.....Milwaukee, Supt., Milwaukee Maternity Hospital 
McKee, G. I......... Milwaukee, Supt., Milwaukee Children’s Hospital 
Munger, bre . Weadeweresccouaat Milwaukee, Supt., Columbia Hospital 


Wifferman, Helen L..... ....-Milwaukee, Supt., Mount Sinai Hospital 


State Delegates 





CONNECTICUT 
Gabives, Ghee. Gooseccicasroses Bridgeport, Pres., Bridgeport Hospital 
Lyons, Barrow B......cccccccce Wilmington, Supt., Delaware Hospital 
GEORGIA 
BeetGes, De. bd. He scccecvacces Atlanta, Supt., Battle Hill Sanatorium 
David, = Sepa neadaarahtes Atlanta, Prop., Davis-Fischer Sanatorium 
Johnston, OS er a arr ee Atlanta, Supt., Grady Hospital 
. SS ee Savannah, Pres., Park View Sanitarium 
IDAHO 
ee. TO, Tie B+k 065 cccteccncetstnneces Boise, Public Health Work 
ILLINOIS 
Myers, Dr. Karl A....... Chicago, Medical Work, Cook County Hospital 
ee Mecnntnentedeenwsanene Galesburg, H. C. Galesburg Hospital 
Ransom, John E.... ..-Chicago, Supt., Central Free Dispensary 
DEE, BENE. Ble Pec csvcccecceceeess Quincy, Supt., Blessing Hospital 
DS SS errr Springfield, Supt., St. John’s Hospital 
INDIANA 
Te: Se Bsc ccecddeeed besa diimbecsiusseeanes Bloomington, 
Chairman of Directors, Bloomington Hospital 
Humphrey, Edna..... Crawfordsville, Secy., Inspector Training Schools 
Springer, Elizabeth E..Huntington, Supt., ‘Huntington County Hospital 
Medendorp, Anna......... LaFayette, Supt., LaFayette Home Hospital 
DP, Gh Metccndennceeusad Richmond, Supt., Reid Memorial Hospital 
OR, FET Oe Indianapolis, 
Dean, Indiana University School of Medicine 
Cees, Th. Bicicesescasa Muncie, Pres., Indiana State Board of Health 
Foreman, Dr. H. L..... Indianapolis, Supt., Indianapolis City Hospital 
Gee Gb awasncecskones Vincennes, Supt., Good Samaritan Hospital 
IOWA 
Haarer, Mary C..Iowa City, Supt. of Nurses, State University of Iowa 
MARYLAND 
Sampson, Stella W............. Baltimore, Supt., Hospital for Women 
es 2 Baltimore, Dean, Univesity of Maryland 
MASSACHUSETTS 
OR eee Rutland, Supt., Rutland State Sanatorium 
it i i” a eabdebbaapegudedasrawenntababennsadkadsenben Attleboro 
Se I ba cities nan pneinecemannasmeaewade inn Attleboro 
MICHIGAN 
TS SS Seer oer Detroit, Supt., Grace Hospital 
re Jackson, Supt., Jackson City Hospital 
ea aetaag laa a ese 4 Flint, Supt., Hurley Hospital 
ERE OS cs: Lansing, Supt., Sparrow Hospital 
MISSISSIPPI 
Crawford, Roland H...... Laurel, Supt., Southern Mississippi Hospital 
Philpot, yw cahpiaioomecreytpes: Houston, Supt., Houston Hospital 
MISSOURI 
ee geen eee Nevada, State Hospital No. 3 
NORTH CAROLINA 
Myers, Dr. ae. See Charlotte, Secy., Tranquil Park Sanatorium 
Highsmith, i el isecaanendeawen Fayetteville, Pres., Highsmith Hospital 


NEW JERSEY 
Spencer, Dr. Henry.Jersey City, New Jersey State Department of Health 


OHIO 
I A nd eae Columbus, Dir., Ohio Institute for Public Health 
I ie i eg Columbus, Supt., Grand Hospital 
ES Sle ME eiewseeedeinndeadconsnnweae Marion, Sawyer Sanatorium 
OKLAHOMA 
SG SOE eres, <> Ardmore, Prop., Hardy Sanitarium 
Se Eibdackeccadennescae Tulsa, Supt., Tulsa Hospital Association 
PENNSYLVANIA 
Turnbull, W. G....... Cresson, Dir., State Sanatorium for Tuberculosis 
a Se RR ee Reet ne ee: Harrisburg, 


State Del., State Department of Health 


SOUTH CAROLINA 
Worth, Dr. J. M....Worth, Trustee, Medical College of South Carolina 


Middleton, i. Mccoins Spartanburg, Supt. of Nurses, Steedly Hospital 
Whiteside, W. M..... Columbia, Supt., South Carolina Baptist Hospital 
TENNESSEE 
a, Ta on 6 0:0:8:46:5 050 500506055 00600064506086604 500656 Knoxville, 
Dir. ——. Riverside and Knoxville General Hospital 
See, WG. TMs occvcscs Knoxville, Dir. and Treas., Riverside Hospital 
Davidson, S. cn i iehaici sbchetecaatiaea Memphis, Supt., Baptist Memorial Hospital 
Gallagher, J. F........- Nashville, Staff Member, St. Thomas’ Hospital 
Sanders, Dr. E. M....Nashville, Secy. Exec. Com., Protestant Hospital 
TEXAS 
Se: ss 0605000 0000seenenawe Ft. Worth, City Health Officer 
a GOS SS ere ee Waco, Health Officer, City of Waco 
UTAH 
Crossland, Mrs. F. W...........+ Salt Lake, Supt., St. Marks’ Hospital 
WUE Bis Bic ccccccccescccceses Salt Lake, Supvr., Holy Cross Hospital 
WEST VIRGINIA 
Cie, Peet Oi ccasccces Wheeling, Supt., Ohio Valley General Hospital 
SS eS eae McKendree, Supt., McKendree Hospital No. 2 
VIRGINIA 
McLeod, Josephine.......... Richmond, Supt., Johnston-Willis Hospital 

WYOMING 


Phifer, Dr. Fred W...Wheatland, Phys. and Surg., Wheatland Hospital 
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Guests 
CANADA 


Parras, Clarence B- .Ottawa, Department Soldiers Civil Reestablishment 
Bokers, J. H. W....Ottawa, Department Soldiers Civil Reestablishment 







FLORIDA 
TR, B Bincccaccccndencsedendounnsseedisvesceneseex St. Petersburg 
peeyer 
Beton, RE Wi cack cusinenesweasee Atlanta, Wesley Memorial Hospital 
Broo iis. Mlnee000000e6000s006040s0buseuennesntnsseneseen ...- Atlanta 
Clare. . ==” ai aiepaepuaeapeae Atianta, St. Joseph's Infirmary 
Giltner, Martha J ..cccccccccccccecssccscccces Atlanta, Grady Hospital 
GE, PU Bivbccscéseccoes Augusta, Wilhenford Children’s Hospital 
venmmetiat, Sister M....ccccccccseseses Savannah, St. Joseph's Hospital 
BON, BEOR. Be, Giccccccasccsecceoss Savannah, Park View Sanitarium 
ILLINOIS : 
ee, Tk, TE Bho ccccccdeccconvenseceveaes besbianes nseeeaad Chicago 
Wem, Beets Bea oo 000.00.000000080000065000000008006600008 Bloomington 
Bailey, Frank M........+eeeseeeseeees Chicago, THE MoperN HospPiTaL 
Carpemter, TeleR..ccccccoccccsessecceses Chicago, Englewood Hospital 
Ce, BO Bn ccccsscceesonsseesees Chicago, THE MopeRN HospPiTaL 
Clark, Lucy Z cnnthenseccsonnedeeenneee Chicago, Presbyterian Hospital 
CEL, Ela 9 6-644066-00500000000406000000006000 6000000gn00n004 hicago 
Faecher, Be — Per eer re Chicago, Englewood Hospital 
Faroll, HSS eeRaRSaNe ee Chicago, Mount Sinai Hospital 
Grom, Tete &....ccsccconscoccsoes Chicago, THE MopERN HOosPITAL 
rere Chicago, THE MoperRN HospitauL 
TNE, TRANG occ ccccccccssccescoue Chicago, Cook County Hospital 
INDIANA 
Re. Te Fo incnskcnccewesstcnsaengpeesssonanseasanseacene Elkhart 
Lamnmmere, Laney Au ccccccecccccseccecseces Ft. Wayne, Lutheran Hospital 
SE, TNE Bososic.00000660600500600n2 0600000000000 00600004 Lafayette 
Betas, iMG. cccccccccecces Madison, Supt., King’s Daughters Hospital 
WD. WH, Eicecse.nsnenessecedsounsten arion, Grant County Hospital 
BM, Mesa nnsedndedenes¢0085005bsn00aebeseeneencenesensees Muncie 
ee, Te, ee Bn 15.00 055650 0nseeneseereeenenecesecus Terre Haute 
Brown, Mrs. LeRoy.. ...Terre Haute 
Brown, Mrs. LeRoy .-Terre Haute 
DE, TRE This 6050006054200 6eeesescesoecovses cetwesnéted Columbus 
WEEENGE, FD. Mi ccccccccccveccccscsesdcoesecsccosssoceocoscese Aurora 
IOWA 
Compmiien, Biitee This sccsccccesccccessscces Davenport, Mercy Hospital 
Mercedes, Sister Mary.........seeeeseeeeees Davenport, Mercy Hospital 
EGRENSOD, DOR. Thos 00 o00500060000000000500000000000080nnense Dubuque 
Rohifing, Celina......cccccccccees Sioux City, Supt., Lutheran Hospital 
KANSAS 
etn, TRG < i.00:0:0006600660046066000008 Salina, St. Barnabas Hospital 
BEGOM, Bieber BOTs ccc ccccccccnsscsceses Salina, St. Barnabas Hospital 
I, TN, Blo 066.006 0400648605050 000600656000000086058 Kansas City 
KENTUCKY 
Re, ine oo 4:0:6:5:0:0.0400:650 6000 606000000E040800200008 Georgetown 
/ 3g =e eer Louisville, a! Hospital 
ee, TOG, 6. Tos o.o0:0000:6000006660000000006000000000808 Middlesboro 
ee. TO, x Da on v4.0 0000000040054000000000600080000000008 Newport 
Grant, LORELEI ELLE LAID ALL RATTLE RE: Butler 
Smith, DE Wicd botdeewseknsesesetseenewneeneneunanedeesented Covington 
LOUISIANA 
Sanderson, BB. L.......0- ALE ee Tee eee Te Te Shreveport 
MARYLAND 
Te, Be “Wen6ee0ce00060008eb00egsabekesounneskeéeneesen Baltimore 
TN OOO ..-Salisbury, Supt., General Hospital 
MASSACHUSETTS 
Solomon, Dr. Garah A.cccccccccosccovescscccvccccecsovccesecs Attleboro 
PE, Te. Ets cc cccccccvcnnsenccentenbscdccscacedececetonseee Boston 
MINNESOTA : ; 
ee, ee: Ws ono 0:00 06h05056000060066050000000008 Minneapolis 
,. TN Fic 060 00 00660s0bocerdeccccceseeceeoss Minneapolis 
MISSOURI 
Kaplan, EB. B.cccccccce ....-Anglun, Jewish Home for Chronic Invalids 
DP. CN Bicercceseoncencsesees Kansas City, St. Mary's Hospital 
SE, GE Ddvascccwncsannasanscans St. Louis, St. Mary's Infirmary 
MISSISSIPPI 
Rees, TG, Te ccncssecenseveseasoes ..+..St. Louis, City Hospital 
NEW JERSEY 
Ss ek Bb bnkkks0ocededeudnwanedaewabedaeensensedeuneande Plainfield 
NEW YORK 
TE. Tick 6b csdb600ebeseeaeseeeesebudedenenneasoneees Rochester 
I Th Divendke od taeee ewe coudnannsnndeees oesenstentaneeene Oisen 
DE. Me Shin cc6dbn nc sondndhdseeedenaeneeententesedeounaeeaee Hornell 
aero Vi dticernner sates ehhieeer cate Hornell 
Pe, Ce, DR, .ccccscencenns New York, Rockefeller Foundation 
Pn, De GE, Bi etcedsdcdenecnescsenedengactaceeseonnes New York 
i 1h. Mas shcneensbeeeesansdece vous Buffalo, Chamber of Commerce 
I, SEE. concocngedsenedeekeensedeasbeeeansaansanees New York 
COS SS errr New York, American Social Hygiene 
MOU, WO. Ga sccccccccescese West New Brighton, Sea View Hospital 
WOU, DN, Bs Paceceveccesccakctdenestsewnssneuess penbed New York 
OHIO 
ee ree Norwood, Good Samaritan poe 
CS, COONS Bilin 640500 500s00bnndeceniabacaseeenbéckns Amherst 
Ph Hh, Mingé ech wenednshabsaedeesncawee Cincinnati, General Hospital 
CT cecenecennenscsneddendeeneset eenesdsuneeed Cincinnati 
Ch Mcp ekctbade ee kne HasennGhbheeet 6Gneesedenkoadene Cincinnati 
Dt PL. tccendseoneunsaeedsoneebeensenseseaoeunsans Cincinnati 
MRS 6056466 o6esednacnsnannes Cincinnati, Visiting Nurses 
M2 i nenehkneenkn ts 6sebeekenendenebeeenesdbeee Cincinnati 
Ph Mh Mi kbbdeccdenbbaadesésndeaverennbeceseesadebeetea Cincinnati 
Doane, Mrs. B. C...... beNdbdnd6neSh6k506seeenekessnsaesaad Cincinnati 
De. ¢ntvenntepndseuwsneesauenkesdstennensamatenahesenes Cincinnati 
OSS SE eee Cincinnati, Good Samaritan Hospital 
EE "SS 8 RR padecuesne ..-Cincinnati, General Hospital 
Pe: ee Pt cosnacenetenadaannenenn’ Lima, St. Rita’s Hospital 
Se See eenerereeeer 124seebsaneee oeeeeeeessCineinnati 
SP 6 656005050esbebedenasneeeheanhaneenees Cincinnati 
James, eee Rs kanehntbsenndisideésendeuednanonton Cincinnati 
Raymond, Sister — De thsbne Pen enekeeensnesebeentedéeusesann Cincinnati 
SUE, NE Utvaan00005600060sanaeeecenseseoniacee .Cincinnati 
DO, DD Miscvcccesssceeess Cincinnati, Ohio State “Medical Roard 
Dh: 2h suneeeedeiveeneedeesewes pbtacsedseeun e00s0eeeeens Cincinnati 


Et ML datckettueteeateabueneaana pessiscebecear Cincinnati 
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en, in: PN ino noc ceceeccnssdesssensenesscesenced Cincinnati 
Mi Mines g6406 aces akade$eseeeseséedandéenusonetual Cincinnati 
i i cbncbeienseeeencdhkiesdnnestecune Cincinnati, City Hospital 
th Pn cies eteckedenebihenidetewed Cincinnati, College for Women 
Shelton, Mrs. V. G. ~iathhs + nemtinede weamente Cincinnati 
«if 3 San aes Cleveland, Rainbow Hospital 
Southmayd, H. J.... ..Columbus, Ohio State Board of Health 
RS IE) Mn a aa dain oo een ad aa ica ber eibieeea Ra a keel Dayton 
ee esc cnacerieried saben wane Hamilton, Mercy Hospital 
I Ce i i ea ee ee eee Hamilton, Mercy Hospital 
i ee Hamilton, Mercy Hospital 
SS ree Hamilton, Mercy Hospital 
eR Ok nd cca s pecan en een wea Hamilton, Mercy Hospital 
ns a eke Cue bebadne eel Hamilton, Mercy Hospital 
i re: Ms ss ect ccapenadanesanen Hamilton, Mercy Hospital 
SE MS. ce ee ashnasebuseeaaas Hamilton, Mercy Hospital 
ee oe ee eee ee Hamilton, Mercy Hospital 
"Sf — 3 =a rere Lima, St. Rita's Hospital 
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RULES FOR CONTINUOUS TUB BATHS 


No Accident Can Possibly Occur If These Rules Are 
Closely Adhered to—Restraint Not Advocated, But 
Constant Surveillance Is Necessary 

In an article on hydrotherapy in the Oxford Medicine, 
Guy Hinsdale reproduces the rules for continuous tubs in 
force at the Pennsylvania Hospital, Department for Men- 
tal and Nervous Diseases: 

“1. Each morning before using baths fill them with the 
hottest water obtainable and record the temperature. 
Telephone to a physician if the temperature is over 120°. 
This always ensures a warm tub to start with. 

“2. Fill the tub with water at body temperature before 
the patient is allowed to get in. Never fill a tub with a 
patient in it. 

“3. The water in the tubs should be at body temperature 
(98° to 99°). 

“4. Test the temperature every thirty minutes by plac- 
ing your arm in the tub water and by taking the reading 
from a thermometer in the tub. 

“5. After adjusting the temperature of a tub full of 
water, shut off the intake of water for about thirty min- 
utes, then gradually adjust the temperature, if necessary. 
Do not keep a continuous stream going. 

“6. Notice when a patient gets her ears filled with 
water. Thoroughly dry the ears when the patient is taken 
from the bath. 

“7. Do not use mechanical help to keep patient in tub. 

“8. Do not leave room while patient is in the bath. 

“9. When patient leaves the bathroom, provide clothing, 
especially slippers, to avoid exposure to cold.” 
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Plans and Purposes of Organization Thoroughly Discussed—Activities Limited to 
Standardization Work Along Four Definite Lines—Adoption of Constitution 
and Election of Officers—List of Delegates in Attendance 


HILE members of the American Hospital 
Association and the American Dietetic As- 
sociation were visiting the Cincinnati Medical 
School and attending various section meetings 
there on Thursday, delegates to the American 
Hospital Conference held morning and afternoon 
executive sessions in the Liberty Room of the 
Hotel Gibson. Here the plans and purposes of 
the organization were thoroughly discussed, offi- 
_ eers elected (with the exception of a president), 
and a constitution adopted. It was decided to 
change the name to the American Conference on 
Hospital Service, and to limit its activities for the 
present to three or four definite lines. The sub- 
jects selected were the Intern Problem, the Nurs- 
ing Problem, Standardization of Hospital Serv- 
ice, and the Medical Aspects of Social Insurance. 
Certain organizations, because of their known 
interests, resources, and previous accomplish- 
ments, will be invited to nominate the chairmen 
of the various committees. It was decided that 
it should not be discretionary for the president 
to name these chairmen, even though the consti- 
tution empowered him to do so, since it is the 
wish of the Conference that its policy shall be 
democratic. In line with this policy, a repre- 
sentative of the American Medical Association will 
act as chairman of the committee on the Intern 
Problem; of the American College of Surgeons, 
as chairman of the committee on the Standard- 
ization of Hospital Service; of the American 
Nurses Association, as chairman of the commit- 
tee on Nursing; and of the American Association 
of Industrial Physicians and Surgeons, as chair- 
man of the committee on the Medical Aspects of 
Social Insurance. Any organization especially 
interested in any one of these particular subjects 
will be entitled to membership on the committee 
having that subject in hand, and it is the desire 
of the conference that such members of the con- 
ference as are interested in the work of any par- 
ticular committee will become members of that 
committee. 

The work of the constituent organizations in 
the hospital field will not in any way be inhibited, 
duplicated, or supplemented by the central organ- 
ization, but it is, of course, assumed that the work 
of all of the organizations will be more or less 
modified as the result of the activities of the va- 
rious committees of the Conference. 

When the committees are fully organized, they 


will be expanded by the inclusion of honorary 
members who are not delegates but who can make 
substantial contributions to their work. This ar- 
rangement makes it possible for each committee 
to acquire the help of any man or woman who 
may have distinct contributions to offer. 

No one is yet in a position to say whether the 
American Conference on Hospital Service will 
undertake original investigations through its own 
staff. The opinion of the delegates, in general, 
seems to be that there is no immediate need for 
the creation of such a staff. Should such investi- 
gations be contemplated, the decision to move 
them will rest with the whole Conference, this 
action to be taken at a regular meeting. No such 
decision is likely to be made, however, until it 
shall appear in the course of the work of some of 
the special committees that such investigations 
are necessary. Individual members of the Con- 
ference are optimistic regarding the ability of 
the organization to secure funds for special in- 
vestigations when they are considered necessary. 

Because of the opinion that the organization is 
so pregnant with possibilities that the selection of 
a president is a matter of grave concern to the 
entire country, the delegates were unwilling to 
proceed hastily in selecting him. An effort will 
be made to find the man best fitted for the posi- 
tion and recommendations will be reported at the 
next meeting. This will be held in Chicago the 
first week in March, when the four committees 
already mentioned will make their first report. 
At that time, moreover, the work will, undoubted- 
ly, be further developed by the appointment of 
additional committees to take up other lines of 
endeavor. 

Some of the subjects already suggested are the 
training of clinical aids, post-graduate teaching 
for medical practitioners, the development of hos- 
pital social service work, the training of men in 
medical administration, the formulation of a com- 
bined hospital and public health program, and 
the framing of a plan for the application of the 
principle of group medical practice in medical in- 
stitutions. 

The officers elected, with the exception of pres- 
ident, who, as already indicated, will be selected 
later, are: First vice-president, A. R. Warner, 
M.D., Superintendent Lakeside Hospital, Cleve- 
land (American Hospital Association); second 
vice-president, Miss Clara D. Noyes, Bureau of 








Nursing, American Red Cross (American Nurses 
Association) ; treasurer, Harry E. Mock, M.D., 
Chicago, American Association of Industrial 
Physicians and Surgeons; trustees, for three 
years, Dr. S. S. Goldwater, Mount Sinai Hospi- 
tal, New York City (American Hospital Associa- 
tion) ; Dr. John G. Bowman, Chicago (American 
College of Surgeons) ; Dr. John M. Dodson, Dean 
Rush Medical College (American Medical Asso- 
ciation) ; trustees, for two years, Father Charles 
B. Moulinier, Marquette College, Milwaukee 
(Catholic Hospital Association of United States 
and Canada); Miss Edna G. Henry, Social Serv- 
ice Department, Robert W. Long Hospital, Indi- 
anapolis, Ind. (American Association of Hospital 
Social Workers) ; Dr. Roger Morris, Association 
of American Medical Colleges, University of Cin- 
cinnati Medical School; trustees, for one year, 
Col. James D. Glennan, U. S. A. Medical Depart- 
ment, U. S. Army; Dr. David S. Strickler, Den- 
ver, Colo., Federation of State Medical Boards 
of United States; Senior-Surgeon J. H. White, 
Medical Department of United States Public 
Health Service. 


Constitution and By-Laws of the American Conference on 
Hospital Service 


(As Adopted at the a: = anon September 11, 
1919 


CONSTITUTION 
ARTICLE I NAME: 


The name of the conference shall be the American Conference on 


Hospital Service. 
ARTICLE II OBJECT: 


The object of the American Conference on Hospital Service, herein- 
after referred to as the Conference, shall be the betterment of hospital 
service in the United States of America and the Dominion of Canada. 


ARTICLE III ORGANIZATION: 


Section 1. The Conference shall be composed of two duly accredited 
delegates hereinafter called delegates, from each of the following named 
organizations: American Association of Industrial Physicians and Sur- 
geons, American Association of Hospital Social Service Workers, 
American College of Surgeons, American Hospital Association, Ameri- 
can Medical Association, American Nurses Association, Association of 
American Medical Colleges, Catholic Hospital Association of U. S. 
and Canada, Federation of State Medical Boards of U. S., International 
Compensation Board, Medical Dept. of the U. S. Army, Medical Dept. 
of U. S. Navy, National League of Nursing Education, National 
Organization for Public Health Nursing, and U. S. Public Health 
Service, and of two representatives of any other organization that may 
hereinafter be elected by a two-thirds vote of the whole number of 
delegates, which shall be recorded by means of signed ballots. 

Section 2. The participation of any organization in the Conference 
shall be terminated by a two-thirds vote of the whole number of dele- 
gates which shall be recorded by means of signed ballots. 

Section 3. The Conference may elect or may delegate the power 
to appoint honorary members. Honorary members shall have the 
privilege of the floor at all sessions, and may serve on committees, 
but shall not be entitled to vote or to hold office. Unless otherwise 
designated by the board of trustees all honorary members shall serve 
for one year from date of election. 


ARTICLE IV OFFICERS 


Section 1. The officers of the Conference shall be president, first 
and second vice-president, treasurer, and board of trustees, as herein 
provided. 

Section 2. The above officers, other than the board of trustees, 


shall be elected at the annual meeting, shall assume their duties at 
the close of the meeting, and shall serve until the close of the annual 
meeting next succeeding, or until their successors are regularly elected 


and installed. 
ARTICLE V TRUSTEES: 


Section 1. There shall be a board of eleven trustees which shall 
have charge of the property and financial affairs of the Conference, 
and shall hold title thereto under the name of “Trustees of the Ameri- 
ean Conference on Hospital Service.” : 

Section 2. The president and treasurer shall constitute two of said 
trustees and three trustets shall be elected annually to serve for three 
years, except that in 1919 three of said trustees shall be elected for 
one year, three for two years, and three for three years. Trustees 
shall serve until their successors are elected. 

Section 3. The Board of Trustees shall, always subject to the vote 
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of the Conference, have general control of the management and busi 
ness of the Conference, and may appoint and fix the salaries and 
assign the duties of an executive secretary and of such other officers 
and agents as it may be necessary. 


ARTICLE VI VACANCIES: 
Section 1. Any vacancies occurring between the regular annual 
meeting in the office of the president, vice-presidents, treasurer or 


Board of Trustees shall be filled temporarily by vote of the Board of 
Trustees and appointees, thus designated shall hold office until the 
next annual meeting, or until their successors are elected. 


ARTICLE VII AMENDMENTS: 


The constitution may be amended by a majority vote of 
provided, however, that no amendment shall be acted 
thirty days’ notice of the proposed action shall have 


Section 1. 
the delegates, 
upon unless 
been given. 

BY-LAWS 
ARTICLE I: 


; There shall be an annual meeting of the Conference held at a 
time and place fixed by vote of the Conference, or, if the Conference 
fails to specify a day and place, the time and place shall be fixed by 
the board of trustees. 

ARTICLE II: 


Special meetings may be called by the president upon the written 
request of ten delegates. The president shall give notice of not less 
than thirty days before the proposed time of the meeting to each 
delegate of the Conference, which notice shall also explain the object 
of the meeting. 

ARTICLE III: 


A quorum shall consist of not less than twelve delegates. 


ARTICLE IV: 


Section 1. All officers shall be elected by ballot. 
Section 2. The majority of the vote cast shall constitute an elec- 
tion. 
ARTICLE V DUTIES OF OFFICERS 
Section 1. The president shall preside at all meetings of the Con- 
ference and of the board of trustees. He shall appoint all com- 
mittees, unless by vote of the Association, other provision shall be 


made. He shall be, ex officio, a member of all standing and special 
committees. 
Section 2. The vice-presidents shall in the order of their rank, 


in the absence of the president, perform his duties. 

Section 3. The treasurer shall receive all moneys of the Associa- 
tion and shall deposit and account for the same, under the direction 
and control of the board of trustees. He shall give to such board such 
bond as it shall determine for the faithful performance of his trust. 
Such bond shall be in the custody of the president. All disbursements 
and expenditures shall be made under the direction of the board of 
trustees and subject to its rules and requirements. The treasurer shal! 
keep proper books of account and shall present a report of the 
finances of the Association at the annual meeting. 


ARTICLE VI DUES: 


The annual dues of the Conference shall be $25.00 payable by each 
organization represented in the Conference. The dues of any organi- 
zation may be remitted by the board of trustees. 

ARTICLE VII: 

These by-laws may be amended at any regular or special meeting 

by a vote of not less than two-thirds of the delegates present and voting. 


DELEGATES IN ATTENDANCE 

Of the total number of delegates appointed, the follow- 
ing were in attendance at the Cincinnati meeting: 

Brown, D. Chester, M.D., Danbury, Conn., American Medical Associa- 
tion. 

Mock, Harry E., M.D., Chicago, American Association of Industrial 
Physicians and Surgeons. 

Caldwell, Bert W., M.D., Chicago, U. S. Public Health Service. 

Dodson, John M., M.D., Chicago, American Medical Association. 

Parsons, Sara E., Boston, National League Nursing E lucation. 

Embree, Edwin R., New York City, Rockefeller Foundation. 

Lewinski-Corwin, E. H., M.D., New York City, New York Academy 
of Medicine. 

Logan, Laura R., Cincinnati, American Nurses Association. 

Robinson, Gwynn, Cincinnati, U. S. Public Health Service. 


Sister M. Genevieve, Youngstown, Ohio, Catholic Hospital Asso- 
ciation. 

Cameron, Mary A., Philadelphia, American Association Hospital 
Social Workers. 

Pearson, Harriet, Chattanooga, Tenn., Erlanger Hospital. 

Walsh, Dr. Wm. H., Washington, D. C., Public Health Service. 


Public Health Service. 
Col., 


Stewart, P. M., Washington, D. C., U. 5S. 

Kramer, Floyd, Washington, D. C., Lt. 
Army. 

Dear, Lt. Col. W. R., Washington, D. C., Surgeon Gen., U. S. Army. 

Woodbridge, Capt. C. H., Washington, D. C., U.S. Army, Surg. Gen. 


Medical Dept., U. 8S. 


One part of the scheme of living is to learn just what 
our responsibility is and to let other people’s alone.— 
Harriet Beecher Stowe. 


Banish the tears of children. Continual rains on the 
blossoms are hurtful.—Jean Paul Richter. 


The way to heaven always lies by your neighbor’s door 
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Progressive Spirit Shown in Handling Hospital Problems — Association may become 
Clearing House of Communication for Hospitals and Dietitians — Standard- 
ization of Curricula for Nurses’ Training Schools Advocated 


The second annual convention of the American Dietetic 
Association was held at the Hotel Gibson, Cincinnati, Sep- 
tember 8-12 in conjunction with the American Hospital 
Association and the American Hospital Conference. 

The usual presidential address was dispensed with in 
order that the members of the American Dietetics Asso- 
ciation family might talk confidentially together. In 
opening up the meeting, Miss Lulu Graves, the president, 
gave a brief review of the history of the organization. 
Miss Graves said: 

“There has been a great development in the past year 
in the American Dietetic Association; because we are so 
young and have grown so rapidly, we are experiencing 
those things which are found only where there is unusual 
growth. So we must do some remodeling and reconstruct- 
ing in order to form a foundation for growth in the 
future. Each one of you is admonished to think of those 
things which will better the American Dietetic Associa- 
tion and bring these ideas to the front. We want to 
accomplish a great deal in the next few days. 

“Two years ago, a small group of struggling dietitians 
who felt we needed each other’s help met for a conference 
in Cleveland. At this conference an organization was 
formed. Officers were elected and a constitution was 
drawn up. Today we have nearly three hundred members 
—not only dietitians, but many nutrition experts. Every 
college which teaches nutrition has a representative mem- 
ber. This shows the wide scope of interest taken in 
dietetics and the work of the dietitians. This week some 
action must be taken so that it will be possible for the 
various state and city associations to affiliate in a way 
with the American Dietetic Association. We must con- 
sider what we can give them, and how we shall dispose of it. 

“Secondly, we must have a discussion in regard to the 
different phases of the work represented and how this 
work shall be designated. Last year, at Atlantic City, 
there was a section for hospital dietitians subdivided: 
(1) (a) executive, (b) special diets; (2) teaching (a) in 
colleges, (b) in hospitals; (3) administrative dietitians 
(a) cafeterias, (b) lunch rooms; (4) dietotherapy, or 
metabolism. 

“During the past year there has been much develop- 
ment. This classification is not what it should be. We 
must think over this and discuss it. 

“There is a need of a definite standard for dietitians. 
The chief object of the American Dietetic Association is 
to help the dietitian solve the dietitian’s problems and to 
help the hospital solve the dietitian problem. 

“We may be compelled to make the association a ‘clear- 
ing house’ of communication for hospitals and dietitians. 
As yet we have no office, no publication, so that this work 
is largely done by the American Dietetic Association. 
Every dietitian wants to know what the other dietitians 
are doing and each hospital wants to know what other 
hospitals are doing. We can be helpful to each other. 
There should be a reliable source of information for the 
members, such as new publications and new equipment 
with which not every hospital is able to keep up. We 
must be thinking how to solve these problems. Also, the 
problem of finances must be solved. Two years ago we 
had nothing. The members’ dues were made $1. As 


this did not meet the expenses, last year the dues were 
raised to $2. We have adopted a scheme of exhibits 
which is very educational. No one knows better than the 
man who sells the foods and equipment about his own 
implements; so get informed about what the men are 
selling. Do this for yourself, for the association, and for 
the exhibitors who have helped to finance the meeting.” 

As Miss Annie Goodrich, former dean of the Army 
School of Nursing, was unable to present her paper, Miss 
Edna White, head of the department of home economics 
at Ohio State University, gave a short report of the home 
economics meeting held at Blue Ridge in June. Because 
the Southern people have never had a home economics 
meeting, Blue Ridge was selected as a meeting place. 
About two hundred representatives from all the North- 
ern and Mississippi Valley states were in attendance. 
This meeting was unique in that we had never met before 
for a whole week. A meeting next year will probably 
be held in Colorado, the third week of June. 

Miss Perry, formerly dietitian at Michael Reese, Chi- 
cago, who has just returned from overseas, said that in 
France the dietitians had many problems to solve. Some 
had modern kitchens; some had merely an apology for a 
kitchen and no equipment. There was a wide variance in 
the mess officers, too. 

“A dietitian is not a cook” according to the bulletin 
issued. There have been many nurses in other wars but 
no dietitians; neither our opponents nor our Allies had 
dietitians, so that there was no real place for the dietitian 
except as she made it herself. The nursing force some- 
times cooperated and sometimes not. 

“Some hospitals were fortunate enough to have two dieti- 
tians, as it is impossible for one person to take charge 
of all the food, the special diets and the ward supervising. 
The government had planned for one big kitchen with the 
diet kitchen on one side of the big kitchen, but this seemed 
not satisfactory, so we established a diet kitchen and 
equipped it with the necessary table and stove. From this 
diet kitchen all the light, liquid, and special diets were 
served. While the dietitian is not a bookkeeper, and does 
not work under the mess officer, still she should not run 
the mess officer in debt.” 


Tuesday, September 9, Morning 


A paper by Mrs. Katherine Fisher, Teachers College, 
New York City, “Courses of Instruction for the Training 
of Dietitians,” will be published in a later issue of THE 
MODERN HOSPITAL. 

Miss Cooper, in discussion, rejoiced that Columbia 
takes the stand that academic credit be given for prac- 
tical work as a three months’ hospital course under proper 
supervision. She did not believe that dietitians can be 
properly trained in less than two years. About half their 
lives should be spent getting ready for this profession. 
The preparation needed in college depends upon the type 
of work to be done when the dietitian leaves school. Dis- 
tinguishing names should be applied to different types of 
work done. As not every nurse who becomes a graduate 
nurse is necessarily fitted to be a superintendent of nurses, 
so not every dietitian is necessarily fitted to be a super- 
vising dietitian. It is an injustice to the profession to 
permit this wrong to go on. As supervising dietitian in 








the army, Miss Cooper found a great difference in the 
training of dietitians. The lack of success of the army 
dietitian was due usually either to lack of personality or 
to lack of training. A questionnaire was sent to the six 
hundred schools where dietitians were trained. Three 
hundred replies were received, one-half of which were 
rejected because of some uncertainty as to whether term 
or semester credits were meant. From the one hundred 
and twenty-five questionnaires used the following informa- 
tion was obtained: One college required no chemistry. 
One college required thirty-four credits. Two colleges 
reported that no biology was required. There was a wide 
variation in economics and psychology. In household 
science, from the universities, a minimum was four-hours’ 
credit and a maximum thirty-one hours with an average 
of seventeen hours required. From the colleges, sixteen 
hours was the average. From the normal schools, seven- 
teen hours was the average and from the special schools, 
as Pratt, seventeen hours was the average. In institu- 
tional management, eighteen universities gave no institu- 
tional training, but five credit hours was the average. The 
normal schools averaged two hours, and the specials, 
three hours. There is a great difference in the training 
of dietitians. The time is not yet ripe for state registra- 
tion of dietitians. 

In the discussion Miss Graves remarked that she had 
found pupils lack housekeeping experience. They don’t 
know what kind of soaps, etc., to use on equipment. 

It was further brought out in discussion that a dietitian 
can not be expected to do metabolism work with no more 
than two years in chemistry, but that the course planned 
is for the average dietitian, not the specialist. Metabolism 
work needs a different type of training. 

Miss E. M. Geraghty, New Haven Hospital, read a 
paper on Training of Pupil Dietitians. Last year she 
sent out a questionnaire which brought in very varied re- 
ports. The consensus seemed to be that a dietitian was 
a person with a good disposition and with an unlimited 
capacity for hard work. The courses offered for pupil 
dietitians in hospitals should be standardized so that the 
home economics departments could send the proper girl 
to the particular type of hospital. The student dietitian 
should not be required to do clerical work; after she has 
learned how to do the work, she should not take the place 
of a paid supervisor, as in the serving room or diet lab- 
oratories. Student dietitians should have a chance for 
civic opportunities, as the use of books and magazines. 
A dietitian has sometimes been called a paper worker, 
because she does no actual work. Since October 1, 1918, 
Miss Geraghty has had no pupil nurses in the dietitian 
kitchen. Student dietitians get out special diets and compute 
the value of all these diets but do not make custards, gela- 
tine, etc. In this case, the prime consideration was to run 
the diet kitchen. Miss Geraghty keeps the pupil dietitian 
two months in the diet kitchen, during which time she 
serves trays on the ward; and three months elsewhere. 
They did such good work that the medical board became 
interested and helped in the preparation of an outline for 
their course. We consider the special needs of the hos- 
pital patient. 

Dr. Wylie, St. Agnes Hospital, Pontiac, Wis., said that 
his idea of a dietitian was that she should have complete 
control of all feeding in the hospital. She should see that 
the work is carried out from kitchen to garret. Forty-five 
per cent of the expense of the hospital is for food. Next 
to the chief of staff, the dietitian’s position is the most 
important. Turn over the whole department to the dieti- 
tian and relieve the superintendent. 
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Miss Graves remarked that the inclination to give the 
competent dietitian complete charge is growing, and that 
the immediate need is to furnish the training for this 


kind of work. Miss Graves does not know where this 
course is offered. 


STANDARDIZATION OF CURRICULA FOR NURSES’ TRAINING 


SCHOOLS 


An outline for curricula for nurses’ training schools 
was presented for the members to look over. Miss Ruth 
Shelow requested suggestions for the reorganization and 
readjustment of this outline. As it seems necessary for 
the dietitian to teach dietetics to the pupil nurses, we must 
furnish her with the best possible outline for this work. 
The time consumed in this teaching must not be out of 
proportion to the time consumed by other studies in the 
nurses’ curriculum. As for textbooks, it was agreed that, 
while Miss Proudfit’s “Dietetics for Nurses” was the best 
on the market, still it might not fit all cases. The nurses’ 
classes include young women of widely differing training, 
some from high schools and some with college training. 
Suggestions about the teaching of diet and disease are 
needed. Nurses must have a workable, usable knowledge 
of nutrition. They must be able to pass the state board 
examinations. 


STATE BOARD (NURSING) REQUIREMENTS IN DIETETICS 


This paper, by Miss Helen Wells of Drexel Institute, 
is published in full in the Department of Dietetics in this 
issue of THE MOpERN HOSPITAL. 

In discussing this paper, Miss Drew, Northern Pacific 
Hospital, said that “in Minnesota no two dietitians are 
teaching the same course. It is necessary to follow the 
state board questions closely and teach many non-essen- 
tials in order that the nurses may pass these examina- 
tions.” 

Mrs. Mehlig suggested the use of Miss Graves’ “Hos- 
pital Dietetics” for an outline for a nurses’ curriculum, 
but Miss Graves reminds us that this book was written 
even before the American Dietetic Association was formed 
and that today she herself would not use it. Moreover, 
it was written for dietitians primarily. She suggested 
that the following publications might be helpful to dieti- 
tians both in their work and in preparing nurses’ lectures: 
Emerson, “Essentials of Medicine”; Carter-Howe & 
Mason, “Nutrition and Chemical Dietetics”; Smith, “What 
to Eat and Why.” This latter book can be put into the 
hands of nurses, but Miss Proudfit’s book comes as near 
meeting the situation as any. 

Miss Wells suggested that the rapid changes in dietetics 
makes it impractical to have a textbook for nurses. Lec- 
tures and references are more satisfactory. 

Miss Graves suggested that dietitians will find very 
good articles in the Journal of the American Medical 
Association, the Journal of Biological Chemistry, Hospital 
Management, and THE MODERN HOSPITAL. 

Miss Wells moved that the president of the American 
Dietetic Association be empowered to appoint a committee 
to draw a plan for curriculum for nurses’ training in 
dietetics and present it to the National Committee on 
Nursing Service. 

After a short discussion, it was concluded that the in- 
structor already employed by the training school was 
sufficiently busy and perhaps not qualified to teach dietet- 
ics. 

Miss Graves made the following announcements: nom- 
inating committee: Miss Brinker, chairman; Miss Owens, 
and Miss Edna White (new member); committee on 
nomenclature: Miss Conley, chairman (to select her own 


— 


committee) ; committee on standardization: Miss Maude 
Perry, chairman (to select her own committee) ; selection 
on social service: Miss Blanche Joseph, chairman. 


TRAINING OF SOCIAL SERVICE DIETITIANS 
This paper, by Miss Emma Winslow, Charity Organiza- 
tion Society, New York City, is published in full in the 
Department of Dietetics this month. 


SOCIAL SERVICE DIETETICS AS APPLIED TO WORK WITH 
JEWISH FAMILIES 


Mrs. Mary L. Schapiro, director, Bureau of Home Eco- 
nomics and Dietetics, gave a review of the effect of indus- 
trial revolution upon the home and women, showing how, 
after a woman has been in industry, it is hard for her to 
adjust herself to housekeeping when she marries. This 
is more noticeable among untrained women than among 
trained women. While the teachers in our public schools 
teach the children cooking, because they do not know the 
code of dietetic laws and customs of tke Jewish people, 
they do not adapt their teaching to this code. Miss 
Schapiro then gave us an outline of all the dietary pecu- 
liarities of the Jewish religion, showing that these laws 
were primarily for sanitary and hygienic good of the 
people, but, in order that they should be followed, they 
were made a part of the religion. When the poor try to 
live by these laws, an unbalanced ration results. The 
food is over-rich, over-spiced, and over-seasoned. We 
have more gastric disturbances among the Jewish people 
than among any other group. While the Jewish women 
are very good cooks, they need training in the art of 
menu-making, so that they will get more minerals in 
their diets. The Jewish social service dietitian attempts to 
teach this as tactfully as possible. For the health of the 
community is dependent upon the health of the individual. 


Wednesday, September 10, Afternoon 
GENERAL SESSION 


This session was opened by Dr. Elizabeth Campbell, of 
the Cincinnati General Hospital, who, after tracing her 
different interests in dietetics through the years, called 
attention to the fact that the medical fraternity is now 
realizing the value of the dietitian as an assistant in 
treating the sick. She thinks, however, that the doctors 
still have much to learn in regard to dietetics. Formerly, 
medical men seemed to think that if the nurses knew too 
much, they might encroach upon the medical professon, 
but now the doctors and nurses are rapidly becoming co- 
workers. The dietitian, too, should become a co-worker 
with the physician and the nurse. 

Dr. Campbell considered these relations from four dif- 
ferent standpoints: First, that of the patient; second, 
the dietitian; third, the doctor; and fourth, the hospital. 

One of the first questions many patients ask is, “What 
shall I eat?” Dr. Campbell suggested that the “devil 
enters the hospital through the hospital trays.” Dieti- 
tians ready and skilled are waiting to be used; but upon 
reaching the hospital they suffer from disillusionment. 
Instead of being an assistant to the physician, they are 
expected to serve food to the patient, make this food 
palatable, attractive, and cheap. 

The practiciny physician has little time to delve into 
the details of dietetics and after the diagnosis is made, 
it would be a great satisfaction for him to call for help 
from the dietitian. She should be found, not among the 
pots and pans, but upon the floors of the hospital, where 
she may cooperate with the staff. 

If there is not a dietitian, the staff should demand one. 
Since physicians write prescriptions for medicines, why 
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not write prescriptions for diets? Aside from those dis- 
eases, such as diabetes and typhoid which are usually 
treated dietetically, there is a vast number of neurasthenic 
patients who could also be treated, for a large part of 
their discontent lies in the alimentary canal. 

From the hospital standpoint, a dietitian on the floors 
should be a good thing. Much of the food on the trays 
is not eaten, thus occasioning waste. If the dietitian 
were on the floor, she could watch the feeding cases. 

Summarizing, the physician should write diet prescrip- 
tions. The staff should demand a dietitian and get their 
hospital into line for one. And, finally, there should be 
a field for dietitians as assistants to doctors in their pri- 
vate practice. Dr. Campbell closed her address by wel- 
coming the younger dietitians into the fraternity. 


Thursday, September 11, Morning 


This session was held on the roof garden of the nurses’ 
home of the Cincinnati General Hospital. The members 
of the association were shown through the hospital by the 
dietitians and nurses of the institution and everyone en- 
joyed this opportunity of becoming acquainted with a very 
well organized and equipped hospital. 

Miss Hyde, dietitian of the Cincinnati General Hospital, 
presided. 

Miss Foley, who has been at Fort Riley, Kas., gave a 
very interesting talk on her work there. She said that 
the hospital had a capacity of 3,000 and extended over a 
large area. There are in all thirteen buildings with a 
kitchen and mess hall in each, thus making the problem 
of serving the meals a difficult one. There was a mess 
sergeant in charge of each mess hall, who took care of 
the ordering, policing and detailing of work for all the 
regular diets. 

The dietitians had charge of the menus for the special 
diets, and had diet cooks sent to them. As these men were 
often sent for punishment or because they were poor 
K.P.’s it was difficult for the dietitians to get their work 
properly and efficiently done. The patients were getting 
baked beans, pie and doughnuts just the same as the men 
who were up and exercising. So Miss Foley and Miss 
Lincoln, another dietitian, asked that they be allowed to 
experiment with two sections. Miss Foley took charge 
of the special diets, and found the work very interesting. 
At first the soldiers found it hard to take orders from a 
woman, but when they found that the materials they 
wanted were always on hand, and that there were fewer 
kinds of things to be prepared, they grew to like the new 
régime. This section at first took care of from fifteen 
to twenty different kinds of diets, and when the inspector 
came around it was declared to be the cleanest and best 
organized section. The soldiers liked the plan so well 
that seven sections were given over to the work, and more 
could have been reorganized if the necessary dietitians 
had been available. The hours at first were regulated, 
eight hours a day being the ordinary work day, but later 
the dietitians were allowed to govern their own time. 

Miss Foley also told of the cooking classes she had at 
night for the mess sergeants and the K.P.’s, as well as 
for the nurses in the army training school. She is cer- 
tainly to be congratulated on the success of her work. 

Miss Graves in telling of Miss Foley’s work, comple- 
mented her most highly on what she had accomplished, 
and said that the hospital at Fort Riley was the only 
place in the army where the dietitian had been given full 
charge. 

Miss Swope, of the Cincinnati General Hospital, next 
told us, in a very interesting manner, of her work over- 
seas with Base Hospital No. 25. She started her work 








in the army at General Hospital No. 1, in New York, and 
after a brief period of service here went overseas. The 
unit to which she belonged, she told us, had a thousand- 
bed capacity, but they took care of over 1,900 cases. All 
of the food came from the mess hall, and they had in the 
kitchen seven army ranges, and two in the diet kitchen. 
The arrangement of the equipment and the organization 
in the kitchen were very discouraging, and for the first 
day or so, the dietitian seemed to have no place to work in. 
It was hard to get supplies, and hard to change the type 
of the menu, but Miss Swope told in a most interesting 
manner of the way these difficulties were met and over- 
ecme. The cooking utensils often consisted only of new 
garbage cans, but excellent use was made of fence posts 
as potato mashers or even rolling pins. When they ar- 
rived at the hospitals, soldiers were served hot coffee, 
and then, after seeing the surgeon, received the diet pre- 
scribed. The stoves were dumped and cleaned daily in 
order to make most use of the coal, as it cost them a 
hundred dollars a ton. 

Following this talk there was a discussion of Dr. Bau- 
man’s paper, read the preceding evening. Dr. Bauman 
told, as he believed, that better results are obtained now 
in diabetes when alkalis are not used. The method now is 
to reduce the amount of fat in the diet, as when this is 
oxidized it tends to produce acids, and, when acids are 
formed, coma results. Joslin now blames himself if his 
patients go into coma, because he feels that the treatment 
and diet should make them live even longer. Dr. Bau- 
man passed around a chart showing the method of feed- 
ing diabetic patients, starting the diet on high carbo- 
hydrate, and low fat, and gradually reducing the amounts 
of food until finally there is a fast day, and then when 
the diet is again resumed the carbohydrate content is 
greatly reduced and more fats are given. In these exper- 
iments the acidosis was reduced as was the sugar con- 
tent of the urine, until both were negligible. 

Miss Smith of the Presbyterian Hospital asked how the 
patients were taught to continue their diet, and Dr. Bau- 
man replied that they are given Joslin’s hand book for 
patients, and taught to examine their own urine. If 
there were more of them he would advocate Joslin’s plan 
of having classes for the patients about twice a week. 

Miss Graves asked whether diabetes in children is more 
serious than in grown ups, and Dr. Baumann said that 
with children there is the consideration of growth as well 
as of maintenance. Several cases he has been treating, 
however, show marked improvement. The danger coming 
from infections and contagious diseases must be consid- 
ered. These children need a healthy climate in order 
that the dangers may be minimized. Dr. Bauman does 
not advocate the use of a salt free diet unless edema is 
present. Another interesting point is that he does not 
advocate the use of saccharine, but rather of levulose. 
Previous to the introduction of a 25 per cent solution of 
levulose intravenously before an operation, they used to 
give their patients candy, which reduces the acidosis and 
makes the chances of recovery from operation greater. 

Miss Eckman asked whether Dr. Bauman could give 
any explanation of the fact that patients lose moral cour- 
age and steal foods they should not have. Dr. Baumann 
said that, in general diabetic patients are underfed, and 
it is a physiological condition rather than pathological 
which gives them this tendency to use forbidden foods. 
Miss Eckman also told of a case where the patient could 
stand no carbohydrate at all but could consume 60 grains 
of levulose. 

Dr. Bauman said that, in general, on starvation days 
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he did not advocate the use of thrice cooked vegetables. 
Miss Oliver asked about the use of diabetic flours, as soy 
bean, and lyster, and Dr. Bauman replied that if one 
can be sure they contain no starch they are all right. 
Instruction was given in making bran biscuits, by thor- 
oughly washing the bran and then sticking it together by 


the use of egg white. Two egg whites, one beaten stiff 
and folded in, the other mixed directly with the bran, 
serving to moisten three cups of bran. Miss Phillips 
spoke of giving their patients bran and ager muffins on 
starvation days. 

Miss Graves brought up the question of the difficulty of 
doing without pie, and asked for suggestions. 

Miss Cooper told of the use of jellies made from agar- 
agar. 

Miss Wood of the Food Clinic of the Boston Dispensary 
told us a little about her work, especially with diabetics. 
Her cases come mostly from Jewish families although 
they have other nationalities as well. The students of 
Simmons College do some follow-up work, going into the 
homes and teaching cooking to the mothers. The great 
thing to be observed is to give them a diet which accords 
with the customs of the race. 

Miss Wood also told of a pie they have made of the 
bran muffins, and lemon jelly with meringue, sweetened 
with saccharin. Of course it doesn’t entirely take the 
place of pie, but it is a step towards helping. 

The families who need the lowest cost dietaries, and 
can’t afford the diet suggested are helped by the relief 
organization. Only a small percentage of the cases are 
living on a very limited caloric diet, and those who need 
to go to bed are referred to the Peter Bent Brigham Hos- 
pital. 

Miss Wood does not advocate the use of canned veg- 
etables, but rather uses fresh vegetables entirely. The 
families in her care are taught how to wash the bran and 
how to prepare their own diets. They are taught sight 
measurements of portions, as they have no scales. There 
are two languages which the social service dietitian must 
learn, first that of the doctor, which is not hard, and 
second that of the patient, which has never been stand- 
ardized, and is different for each case. 

Miss Graves closed the meeting by giving a few an- 
nouncements. A _ cordial invitation extended to 
the American Hospital Association to attend the evening 
session. 


was 


Thursday, September 11, Afternoon 
GENERAL SESSION 


This session was held in the convention hall of the Sin- 
ton. Dr. Walsh, of the Hospital Division of the Public 
Health Service, gave a paper on the dietitian in that serv- 
ice, which will appear in a later issue of THE MODERN 
HOSPITAL. 

The next paper was given by Colonel Murlin of the 
University of Rochester. Owing to the fact that there 
was no operator for the moving picture machine, the 
paper on “Food Supervision of the Army” was replaced 
by the paper on “What We Have Learned in Dietetics 
in the Army.” 

Dr. Murlin told of the various wars before, when there 
was always something wrong with the food supply. In 
the Revolution, it was a lack of food, and in the War 
of 1812, we were slaves to the contract system which 
resulted in a lack of good food, and a widespread epi- 
demic of scurvy. In the Mexican War, our soldiers lived 


on fresh vegetables, fruits, and wine found in the country 
where they were fighting. 


In the Civil War, the medical 





THE MODERN HOSPITAL 





MISS LULU GRAVES 
President 
American Dietetic Association 


department shared the responsibility for the first time, 


but this authority was not granted until 1863, and pre- 
vious to this time, there was much scurvy. In the Span- 
ish-American War there was poisoning from canned foods, 
and from failure on the part of the army to handle the 
food properly. 

In this war, Surgeon-General Gorgas has had the camps 
thoroughly inspected with the following results: 

1. The average requirements for soldiers in training 
and in the field have been determined—about 3,600 cal- 
ories being the average, with a range of from 3,200 to 
4,500 calories. 

2. We know how much the soldier eats outside, and 
how much he will eat at mess. This outside food is pro- 
vided by the Red Cross, other social organizations, and 
by interested friends. 

8. We know the average daily consumption of each 
food of the rations, so that now there is an accurate pro- 
vision of food based on actual consumption. 

4. We know the average composition of the food eaten, 
namely, 14 per cent protein, 31 per cent fat, and 55 per 
cent carbohydrates. 

5. We know the variation in the food consumption in 
different seasons due to loss of heat from body, and the 
need for more heat in winter, the difference being 400 
calories. 

6. We know the variation in the food consumption in 
different battalions of the same company, and the same 
battalions at different intervals. Here, we take into 
account the psychology rather than the physiology. 

7. We know the average consumption of the different 
classes of patients in the hospitals. 

8. We have learned of the preponderance of the acid 
ash in the rations which with the muscular fatigue is apt 
to produce acidosis; therefore any corrective diet must 
be basic, so we cut down the amount of meat and give 
fresh milk, fruits and vegetables. 


9. We know the possible relationship between the diet 
and the susceptibility to disease. 

The method of washing dishes in the army was changed 
from using three tubs of water which was boiling to begin 
with and quite cold towards the end, to having all three 
tubs kept boiling so that the dishes were sterilized; and it 
is thought that this change checked the spread of in- 
fiuenza. 

Rations at the beginning were excessive: For instance, 
meat rations which formerly were 20 ounces per man per 
day were reduced to 13% ounces per man per day. The 
ration of potatoes per man per day was reduced from 
16 ounces to 13 ounces, and bread was also greatly re- 
duced. On the other hand, there were not enough beans, 
fruit, coffee, butter, and some other things, showing that 
the ration needed to be changed. Instead of allowing the 
companies “savings” which meant that they could 
save from the amount alloted to them, and buy more 
of the things needed, all the savings had to go through 
the quarter-master’s department. Rather than do that, 
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the mess sergeants spent all their money and the food 
was wasted. This encouraged waste rather than effi- 
ciency. 

It was hard to feed patients as they should be fed, be- 
cause of this new order, and often orders were disobeyed 
because doctors wanted their patients to have certain 
foods. 

In certain camps, waste was reduced to a minimum. 
In Camp Devour, for instance, in eight batteries, in eight 
days, with 1,600 men, there was absolutely no waste. 
Camp Custer Base Hospital has the record for the lowest 
percentage of waste of any hospital. 

Miss Graves spoke of the meeting in the ball-room 
Friday morning and of the business meeting in the after- 
noon. 

Dr. Test, of Philadelphia, told of a diet list they have, 
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printed in 1751, which provides for cheese and mutton, 
and bread and beer without water for three meals. 


SocrAL SERVICE SECTION 


Discussion of the Social Service Section was held on 
the Mezzanine floor following this meeting. The discus- 
sion was opened by Miss Joseph who told of her social 
service work in Chicago. She spoke of her course for 
student dietitian, which has been previously outlined in 
THE MoperRN HospiTaAut. Her students go to the clinic and 
follow up the cases in the homes later. Cases are re- 
ferred to them through the Board of Education, through 
the hospitals, and through the charity organizations. 

Miss Eichelberger, of Louisville, Ky., spoke of a plan 
of furnishing a cottage and conducting nutrition classes 
there. The children are given two meals a day; the prog- 
ress is recorded on charts; and an attempt is made to 
reach the mothers in this way. Miss Joseph showed 
charts she had made in her classes, showing the attend- 
ance, the application and the increase in weight. She 
said children are interested and anxious to please. Miss 
Winslow suggested that the plan in Kentucky could be im- 
proved by trying to reach the children through educa- 
tion as well as through feeding, but the work should not 
be done entirely through the charity organization. In 
Chicago, Miss Joseph said, the charity organizations pro- 
vide extra money for the special feeding cases, where the 
family have not the means. 

The section decided to send a resolution to the proper 
committee to take up the question as to the qualifications of 
a social service dietitian, and of what her training should 
consist. It also referred to the Committee on Stand- 
ardization that all courses longer than two years should 
require some social service training of their institution 
dietitian. 

Miss Buell, instructor in nutrition and dietetics at Wis- 
consin University, said that their department was trying 
to get into closer co-operation with the University Medical 
School. She wished to know what opportunities were open 
and what course girls should take in college in order to 
get into these various fields. Miss Joseph has been tak- 
ing students in the summer months who are undergradu- 
ates and giving them a chance for this field work; in the 
winter, she takes graduates. In order to give university 
credit for such field work, it is necessary that the student 
have more time to devote to it. Miss Joseph also said that 
her students had taken care of sixty-five families, visit- 
ing whenever necessary, working with a pathologist, and 
doing all the other necessary work. She feels the dieti- 
tian should give her student something very definite and 
should try to give her as many viewpoints as possible. 
Miss Winslow said that, in the field work at Teacher’s 
College, the students were required to keep a diary, and 
that the credit was given on the basis of the amount and 
type of work done. Miss Joseph’s pupils make visits 
with the social worker, welfare worker, the nurse and the 
dietitian, and work also at the hospital dispensary. The 
children in her classes are from eleven to thirteen years 
old and next year she expects to have about two hun- 
dred, between six and thirteen. She teaches them how 
to live, what to do and what to eat. In general, her work 
is of a preventative nature. She gives a different clinic 
each morning and finds her results very satisfactory. 


Thursday, September 11, Evening 
, GENERAL SESSION 


Miss Clara D. Noyes, acting director of the department 
of nursing, American Red Cross, Washington, D. C., said 
that the history of the dietitian in the Red Cross dates 


325 




















Mt. Sinai 


Miss Margaret Deaver, Hospital, 


Cleveland, Ohio. 


Second Vice-President, 


from the summer of 1916. There was in Washington a 
National Service School under the Navy League—a school 
preparatory for military service, although this country 
was not yet in the war. The Red Cross gave courses in 
Home Hygiene and Home Care of the Sick, and a short 
course in invalid cookery, usually three to five lessons. 
When the Red Cross received requests for similar courses, 
it was decided to publish a book. Miss Fish prepared 
“Home Dietetics,” which was published in 1916. Classes 
were given during the following winter, but after April, 
1919, the Red Cross concentrated on the enrollment of 
dietitians for service. 

Soon it was decided that there was a need for a com- 
mittee of dietitians to pass upon applicants. Miss Gunther 
was made chairman of this committee. The appointment 
cards, however, were issued from the national office of 
the Red Cross. Two types of dietitians were needed, one 
for base hospitals, and the other for instructors in Home 
Dietetics. 

Twenty-five hundred dietitians were enrolled, of whom 
250 were used in hospitals of this country and 97 with 
the American Expeditionary Forces. That they were 
appreciated is shown by the fact that three were 
decorated by the British government, and two were lent 
gr request of the United States Public Health Service. 
The Red Cross also rendered valuable service to dieti- 
tians. 

Peace brings a broader vision and changed field of en- 
deavor. The Red Cross feels that every woman in the 
country should know something of the science of nutri- 
tion. A flexible outline has been planned which the 
teacher may use to meet the needs of the women of fac- 
tories and department stores, for instance. 

Emphatically, the Red Cross wishes to cooperate with, 
supplement, and help other organizations or agencies to 
cooperate with extension workers through the stimulation 
of an interest in the Federal and state activities by bring- 
ing intelligent pressure to bear on Congress, so that 
Congress will make the necessary appropriations. 





326 


Each hotel accommodates 162 women, and there are 
only 20 double rooms in each house. The rooms are simply 
but artistically furnished with bed, two chairs, bureau, 
desk and a cedar utility box. There are in each hotel five 
large social rooms for dancing, cards, and receptions, as 
nice as those in any hotel. The only badge of admittance 
is that the women must be workers for the United States 
Government. The rules of the house are simple, and, aside 
from rules for protection and safety, the one most im- 
portant rule is that at eleven o’clock the house closes to 
outside guests. The problem here is just as hard as in 
any college dormitory, for it is always hard to say “good 
bye.” They have adopted a new plan for the protection 
of their guests—namely, that of having twelve watch- 
women in the houses. Major Pullman has been a great 
help and has cooperated with Miss Davis, as has also the 
Woman’s Division of the Police under Mrs. Van Winkle. 
The idea is a good one, and the plan works very well, as, 
besides guarding the house against burglars and fire, 
these women can help in case of illness, car call doctor 
or nurse, and are a strong contributing force to the hap- 
piness of the women. 

The government of the hotel is now in the hands of the 
women and the administration is proving very satisfac- 
tory. In the beginning, they had five administrations of 
hotel men who either got tired, found the work too hard, 
or decided it was really work meant for women. Hotels 
are combination of hotel, boarding-house, and dormitory 
for the use of women who want independent life, society, 
and protection. The grounds occupy altogether two acres, 
and are often referred to as “No Man’s Land,’ no one on 
the staff being married. 

One of the problems is the proximity to the Capitol, 
for some of these women workers take their problems 
to Congress, and these are often matters which could be 
settled by the staff. The guests pay $20 a month for 
their rooms and $25 a month for their meals, and the 
dining-rooms serve 2,200 pecple daily. 

The hotels are here to stay, and are solving the problem 
of how to take care of our thousands of governmental 
workers. They have now about 1,400 applicants on the 
waiting list, and 14 rooms will be vacant this fall. The 
question is often asked how the personnel of these hotels 
differs from the ordinary hotels. The only difference is 
that the complaints mean more. The government needs 
women, and the women need houses. These women can 
inquire into things and the hotel must give satisfactory 
service as cheaply and as nicely as possible. 

Miss Cooper, in speaking of Miss Davis’ paper, said she 
for one could appreciate the great improvement in the 
conditions at Washington. 

The next paper was read by Miss Mary A. Lindsley, 
the dietitian of the Government Hotel at Washington. She 
said that, although the two administration buildings were 
erected as an emergency measure and the equipment put 
in for temporary use, the arrangement is very satisfactory 
and the equipment conveniently placed. The two dining- 
rooms take care of 1,080 women each, 540 at each sitting. 
The dining rooms are spacious, with an east and west ex- 
posure, ventilation being gained through a central cupola, 
and sliding windows on the sides. Electric fans serve as 
an aid to keep the guests as cool as is possible in Wash- 
ington. The tables are colonial, of fumed oak, seating 
six. The chairs are the same style, with rough seats. 
The linen is of unbleached muslin, and there is a plentiful 
supply, so that, if necessary, the tables may be changed 
between sittings. The water is cooled by the refrigerat- 
ing plant, with a plentiful supply of nickel faucets. White 
china and silver is used, marked with the Government 
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stamp. The dining-room force consists of forty-five or 
forty-six waitresses, having four captains, six bus-girls, 
and a head waitress. Each waitress takes care of two 
tables, and the guests are quickly and efficiently served. 
The linen is taken care of in their own plant, and is very 
inexpensively laundered. Waitresses are provided with a 
white apron uniform, fresh for each dinner. The kitchens 
are directly back of the dining-room, and have an east, 
south, and west exposure, with plenty of light and also 
a dome ventilation. The equipment is arranged in units, 
so that each apartment can be easily controlled. 

From the pantry on the left of the exit from the din- 
ing-room are served cereals, hot and cold, bread and but- 
ter, fruits and desserts (except ice-cream and cake), and 
all drinks except iced tea. Here they have six women, 
a coffee man, a porter, and a director in charge. About 
nine hundred salads are fixed before dinner time, and, 
as there is a good refrigeration plant, they can be stacked 
and kept cold. 

The equipment is regulation, with a roll warmer, to keep 
rolls very hot. Back of the pantry is the butcher shop, 
with the refrigerating plant at the right. Meat is 
weighed as it comes in, and again after it goes to the 
chef, in this way checking the waste. In the kitchen are 
six double hotel stoves, two broilers, aluminum stock pots 
and vegetable cookers, which are covered by one hood, 
and there is no trouble with atmosphere and steam. The 
dish-washing is done at the right in a section by itself, 
with a machine at the farthest end. The silver, glass, 
and cup sinks are all conveniently arranged, so that the 
bus-girls can get rid of their dishes easily and quickly. 
There is a head dish washer, a head pantry man, head 
butcher, and a chef—each one responsible for the work 
in his department. In this way, all the departments are 
under control. The bakery and pastry rooms are cen- 
tralized in the recreation building because of storage 
facilities. They bake 350 loaves of bread each day; serve 
rells in the morning and dinner rolls at night; and when 
they make pies, they make 275. 

When the buildings were first erected, there was no 
provision made for the accommodation of the employees; 
but the building has since been reconstructed’so that there 
are now lockers and dressing-rooms for both men and 
women. In a closed court at the back is a vegetable room 
and a store-room, and over these have been built dressing- 
rooms, with windows on two sides, good ventilation shower 
baths, and other conveniences. They are trying the 
standardization scale for wages, with a minimum, maxi- 
mum, a scale for rise and a bonus. In this way, they 
hope to have a continuance of labor and have all the work 
done as efficiently as possible. For instance, the head 
store-room man has advanced to a receiving clerk, which 
is a very important position. When the goods are ordered, 
a duplicate slip is made out, and the duplicate given to 
the receiving clerk. Goods are checked as they come in, 
slip sent to the department, and checked there. In this 
way, standards of goods received may be checked up. 

Guests are served with two meals a day, two meals 
on Sunday, and the food is of a quality which will keep 
them in the best physical condition. They are served 
fresh fruit every morning, and in the summer hot and 
cold cereal, with 10 to 14 per cent cream. Eggs are 
served every morning, and sometimes bacon or ham, or 
other meats; hot bread, coffee, cocoa, and milk are served 
as drinks. This meal is put up at a cost of 40 cents to 
non-resident guests. Dinner (which is served at a cost 
of 60 cents) consists of soup, choice meats, potato, 
vegetable, salad, dessert, and choice of drinks. There is 


ne limit to the amount served. The foods are well pre- 
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pared and as well seasoned as is possible in large quantity 
cookers. The guests are very gracious and kind in their 
suggestions and criticisms. 

One kitchen is under the administration of a woman, 
the other a steward, and neither has proved entirely suc- 
cessful. The board has decided that the only way to get 
the best service is through trained women, and they are 
therefore offering two openings to trained dietitians, one 
to have charge of a dining-room and kitchens, with entire 
charge of the food to assist in menus, and assist in check- 
ing up supplies; the second, as a student dietitian to work 
in the administration of the pantry. This will require no 
menial work, as they have well-paid and experienced help, 
and will give a student an excellent experience in receiv- 
ing and getting out supplies, checking orders, administra- 
tion of pantry, and relieving in the kitchen. 

The next paper, on the subject of hospital cafeterias, 
was read by Miss Eleanor Wells, of Teacher’s College. 
This paper will appear in a later issue of THE MODERN 
HOSPITAL. 

The discussion on Miss Wells’ paper opened by Mrs. 
O’Dea, of Johns Hopkins Hospital, where the cafeteria 
system for nurses has just been opened. They have 
had this method for employees and for their colored people 
and have found it satisfactory throughout. Miss Howing- 
ton, of the City Hospital, Louisville, Ky., says they have 
cafeteria service there for their interns, nurses, and office 
force, and they like it very much. Mrs. Crossland, of 
St. Marks’ Hospital, Salt Lake City, said that they had 
tc install it because they had no help, and that they 
liked the system. The nurses not only have to return 
their dishes to the serving room but they also have to 
scrape them themselves. She finds they get the food 
much hotter, with little or no waste. Miss Oliver, from the 
Blodgett Hospital, Grand Rapids, Mich., said they served 
eighty-five to ninety nurses, and thirty special nurses 
in this way, that they have reduced their waste, and the 
nurses want to have the cafeteria continued. They have 


no new equipment. Miss Brinton, Lakeside Hospital, 
Cleveland, says that they have their nurses return their 
trays to the kitchen. In this way the tables are kept 
clean and ready for the next time. Miss Helen Wells, 
of the Woman’s Hospital, New York, says they also carry 
their dishes out, and like this system better. 

In the absence of Miss Geary, of the National Y.W.C.A., 
who was not able to be present, Miss Arnold, of the Y.W. 
C.A. Board, read a paper on cafeteria management. She 
says that there is a natural prejudice against cafeteria, 
and she contends that the difference does not lie between 
the two forms of service, but rather between good and 
bad cafeterial systems. She says there are three essential 
factors in good cafeterial management, the first of which 
is the quantitative. Almost all efficient management 
comes within this range. The cafeteria should serve 
quickly and cheaply, and we should recognize the ratio 
between the buying and the selling price of food. We 
have to have a menu price standard which is made by 
adding the prices of the different foods and dividing by 
the number of foods served. In this way we have a 
basis for comparison. The cost of the food should be 
between 50 and 60 per cent of the selling price, depend- 
ing upon the standard we are trying to get. There are 
two tests for a quantitative factor: First, lack of waste 
in the kitchen; and second, the exactness and accuracy 
of storeroom records. We should also have exact knowl- 
edge of what every food costs, and of the food value of 
every item we serve. 

The second factor is the qualitative, shown in the qual- 
ity of the food and the quality of service. The standard 
of our food must be very high, and we should have a more 
sensitive taste than the most sensitive of our customers. 
The organization of the menus is an important point, for 
we must not serve all one kind of dishes on one day. We 
must avoid a repetition of the dishes several days in suc- 
cession, and we must not have the same thing on the same 
days of the week. In cafeteria management, we have a 
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chance for dietetic propaganda, for we can give different 
varieties of balanced meals and at the same time give 
the public what it wants The quality of service is an 
important factor, and we need employees who are not 
only alert, quick, efficient, but human as well. 

The third important factor is the demand for the food. 
We have to take into consideration the differences in 
type of individual. Men want different things from 
women, boys from men, and women from both, and we 
have to plan our food to meet the demands of each and 
every one. In order to do this, we must have a type of 
woman who can give the best service; and for this we are 
looking to our trained dietitians. 

In closing, Miss Cooper asked that those who were read- 
ing papers give copies or abstracts of the same to her as 
soon as possible. Miss Graves asked that each one con- 
sider business matters which they wished brought up for 
the consideration of the committees on curricula, nomen- 
clature, and standardization. Miss Perry was not able 
to serve on the Committee on Standardization, and Miss 
Eckman was appointed in her place. Miss Graves also 
asked the members to think about the future meet- 
ing place, and be ready to offer suggestions. 


Friday, September 12, Morning 


After an admonition by Dr. Warner to all to buy 
tickets promptly for the adjournment dinner of Ameri- 
can Hospital Association, Miss Graves introduced Miss 
Bertha Wood, of the Boston Dispensary, Boston, who 
read a paper on the subject, “The Dietitian in a Hospital 
Dispensary.” Miss Wood’s paper will be published in a 
later issue of THE MODERN HOSPITAL. 

In the discussion, which followed this paper, Miss Wood 
replied to the query, “Can all the people who visit the dis- 
pensary afford to buy milk and eggs?” That is just 
where the social service worker comes in. After an in- 
vestigation, if the patient is really needy, there is an ar- 
rangement made with some other agency to furnish the 
food as needed. Dr. Young called attention to the cook- 
ing classes which Mrs. Lincoln gave the Harvard medical 
students when he himself was there. 

To the questions, “What are the hours of the clinic 
each day? How many patients daily?” Miss Wood said 
that the clinic was open from 9 a. m. until the work was 
completed—usually 1 p. m. The average attendance is 
from ten to twelve. 


JOINT GENERAL SESSION 


Lieutenant Irons, who presented himself as just a 
doctor, not a dietitian nor a hospital superintendent, said 
he had long been impressed with the excessive waste of 
food in hospitals, hotels, and households. 

To avoid waste, he said, first, make a study of what 
your people are thinking; second, use common sense; and 
third, bring about cooperation between patients and your 
organization, and cooperation in the various parts of your 
organization. Dr. Irons made it very clear that he was 
cut of sympathy with the movement to criticize the army 
officers. When we consider the difficulties under which 
they work, we realize that they deserve great credit. 

During the war, the propaganda for saving food accom- 
plished a good deal, but now wastes are creeping up again. 
Two years seem too short a time in which to break a 
national bad habit. Even before the war Mr. Pitcher had 
made a report calling attention to the large wastes in hos- 
pitals, but it seems not to have had a great effect. 

“A hospital manager would welcome a hundred thou- 
sand dollar endowment, but if he would look into matters 
he would probably find that every year there was thrown 
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out the back door in the garbage can food costing as much 
as the revenue from this hundred thousand. The waste 
should not go on. Even if the country is rich, there are 
many people who do not have enough to eat, and every 
pound which you waste puts this possibility farther away 
from them. We must also consider the increasing incre- 
ment of labor. It is worse to waste a pound of bread 
than a pound of floor wheat. 

If the hospital superintendent were to survey the gar- 
bage cans, he would find in them substance which, though 
it is now garbage and is to be sold for the feeding of 
hogs, only a few days before cost from ten to twenty 
times as much as he will now get for it. The superintend- 
ent makes the feeding of hogs an excuse for this waste. 
If the superintendent went into the different departments 
where food is served, he would find that different depart- 
ments consume different amounts. Next, if the superin- 
tendent should visit the wards and talk with the patients, 
he would find a difference. For instance, he would learn 
from John Smith, who has a broken leg, that he is losing 
appetite; that he is getting too much food; that food 
which he dislikes is being served to him; and that his 
food comes to him cold. For all of these reasons, there 
is a waste from John Smith’s tray. Next let the super- 
intendent step into another ward, and talk to John Jones. 
On this ward, there is a head nurse who knows what 
John Jones likes, and who takes an individual interest in 
her patients. She has corrected the defects found in the 
other ward; so there is little waste. 

Now, nobody deliberately wastes things, but someone 
must provide an assistant for savings. Let us compare 
the army hospital with the civil hospital. You say an 
army hospital has discipline. The essence of discipline is 
prompt, willing compliance with orders, and cooperation 
with the men. 

In a survey made in 1918 of 437 messes, the waste was 
found to be .9 pound per person per day. Of this .38 was 
derived from food which could have been used. Next, the 
refuse was classified as follows: first, edible food (for 
hogs); second, non-edible food; third, bones and fats, 
which could be tried out to make grease; and fourthly, tin 
cans; fifth, sweepings. At Camp Custer, the commanding 
officer had excellent cooperation from the staff. There 
was a propaganda for savings. There was a separation 
and report of garbage daily. Each ward brought its gar- 
bage to a central garbage station, where the garbage was 
separated and weighed. A report of these weighings was 
sent daily to the commanding officer, the mess sergeant, 
the dietitian, the superintendent of nurses, and to every 
ward. A competitive interest resulted. July 28 the waste 
was 1.85 ounces per person. August reduced it to 1.25 
ounces per person. September 7, it was .31 ounces, and 
September 28 it was .15 ounces. During September and 
October, there was an average saving of 1.5 ounces of 
food per person, or 12,000 pounds of edible food. From 
this saving better food could be purchased. 

To accomplish this saving the food must be separated 
and a good, clean place to collect garbage provided. 

In a civil hospital, out of 1,000 pounds of garbage, but 
803 pounds came from the kitchens; the remainder came 
from the wards. The separation of the garbage showed 
that from 60 to 70 per cent was originally edible. After 
an attempt the situation was improved in the wards, but 
from the private rooms there was little response. 

The dietitian is often allowed to purchase food for spe- 
cial diets only, when she should be a general buyer, for 
she knows more about food than any one else in the hos- 
pital. She should have some time to spend seeing what 
There is an abuse of 


becomes of the food in the wards. 
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the special diets, which are sometimes ordered when there 
is no clear-cut medical reason for ordering them. Some- 
times they are ordered simply because the ward diet is 
sc poor. The diet kitchen should not be used for this 
purpose. Instead, the dietitian should be allowed in the 
general kitchen. 

In the discussion which followed Dr. Iron’s paper, Mr. 
Fess reported that 27 years ago his hospital appointed a 
dietitian. They could not afford to keep her because she 
cculd not conserve food. “What is the trouble?” he 
asked. It has been that, when scientific medicine came 
in, human medicine went out. The same may apply to 
dietitians; when scientific dietetics came in, Aunt Susie’s 
dietetics left. The dietitian should have complete charge 
of the culinary department, but she is apt to run up the 
cost. She must learn to be an executive and learn to 
control employees. 

Dr. Bacon believed Dr. Irons very thoroughly discussed 
the question at hand and said that when he returned to 
Chicago he meant to visit some of the Chinese restau- 
rants to obtain suggestions about conservation. 

Miss Graves, in introducing Prof. J. R. Murlin, of the 
University of Rochester, formerly Chief of Food and 
Nutrition Division, Medical Department, United States 
Army, reminded the dietitians that they had had a friend 
in the Army, for it was through him that the first regula- 
tion for dietitians was brought about. Professor Murlin 
then showed us a moving picture film, “Food Supervising 
for the Army,” which showed the receiving and inspecting 
of meats, both fresh and canned, the methods of serving 
in cantonments, and a section of the cooks’ and bakers’ 
school. 

In closing, Dr. Murlin said that this was the first war 
in which dietitians had been used, but that the dietitian 
has made good in the Army. He still regrets that her 
status was not entirely satisfactory. 


Friday, September 12, Afternoon 
BUSINESS MEETING 


This session was opened by a paper on “Child Feed- 
ing,” read by Mary Swartz Rose, of Teachers College, 
Columbia University, which will appear in a later issue of 
THE MODERN HOSPITAL. 

Miss Graves announced that at some future time, copies 
of the proceedings of the meeting would be printed, that 
these would cost something between thirty-five cents and 
one dollar, and that those desiring copies should leave 
their names with the secretary. 

In the discussion of the affiliation of other city and state 
dietetic organizations with the American Dietetic Associa- 
tion the following expressions of opinions were obtained: 

Miss Drew: The Minnesota State Dietetic Association 
is anxious to affiliate with the American Dietetic Associa- 
tion. It has a constitution and by-laws, and its member- 
ship conforms to our requirements. 

Miss SmitH, Chicago: The Chicago Association would 
be glad to make its membership conform. 

Mrs. Menuic: Any good dietitian should be able to 
ecnform. 

Miss GRAVES: Many women are doing good work now 
without having had the preliminary training. Our re- 
quirements would bar out certain members of the city and 
state associations. These associations need all the help 
they can have. We must work closer together. 

In giving the report of the Committee on the Work of 
the Standardization of the Dietitian, Miss Eckman, the 
chairman, said: “To the end that a dietitian may be 
properly trained for her duties, it is a necessary proceed- 
ing that those duties be standardized. It is therefore 
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recommended by this committee that, first, she be respon- 
sible to the superintendent of the institution or corpora- 
tion in which she is employed, or to his accredited 
representative alone; second, that she be responsible for 
the entire culinary department and food laboratories in 
that institution; third, that she have authority over the 
purchase of all culinary supplies, either to buy the same 
directly, or to approve the purchase of these commodities, 
bought by her recommendation; fourth, that she have 
charge of her own employees and her own pay-roll; fifth, 
if the institution is a hospital containing a training-school 
for nurses, that she be responsible for the course of study 
and the instruction of the nurses in dietetics; and sixth, 
that she cooperate and consult with physicians in provid- 
ing general and specific diets for the patients of the insti- 
tution. 

“It goes without saying that only a highly-trained and 
experienced woman can fill the position of dietitian. It 
also goes without saying that, if a position is a large 
one, she should have trained and competent assistants. 
This last being the case, young women fresh from train- 
ing schools may serve apprenticeship in her various de- 
partments and obtain further training and experience in 
field work that will fit them to become assistants, and 
later on, to fill the larger position of dietitian.” 

It was moved that the Committee on Resolutions be in- 
structed to send a vote of thanks to all those who con- 
tributed to the success of this meeting, to Dr. Holmes, 
Mayor Galvin, the trustees of the Cincinnati General Hos- 
pital and Medical School, to Miss Hyde, to the local com- 
mittee, to the American Hospital Association, to THE 
MopERN HospPItTAL, to HOSPITAL MANAGEMENT, and to our 
exhibitors. 

The following nominations were made by the Committee 
on Nomination: President, Miss Lulu Graves, Home 
Economics Department, Cornell University, Ithaca, N. Y.; 
first vice-president, Miss Ruth Wheeler, Home Economics 
Department, Gaucher College, Baltimore; second vice- 
president, Miss Margaret Deaver, Mount Sinai Hospital, 
Cleveland; secretary, Miss E. M. Geraghty, New Haven 
Hospital, New Haven, Conn.; and treasurer, Miss Mar- 
garet Sawyer, supervising dietitian, American Red Cross, 
Washington, D. C. 

The report of the committee was accepted by a rising 
vote, and the meeting adjourned. 


The Delivery Room—A Hint from the Jungle 

The cheerful, light, airy delivery room is characterized 
by Dr. P. A. Kane, writing in the New York Medical 
Journal, as an offense against the newborn. A _ child 
should be born, he says, in a room with a high tempera- 
ture, to preserve the tender body and lungs from injury 
through chilling, and in a dark room to protect the eyes 
from injury through excess of light. It should be born 
in a room painted green with green shades on the win- 
dows, and those kept pulled down. The room should have 
only one door, with the windows kept closed, and if 
opened for ventilation, should have heavy screens in the 
openings to stop all possibility of a draft. The child 
should be kept in this room for months; no handling 
should be allowed except for cleanliness and feeding. If 
our eyes were developed under these circumstances there 
would not be such a promiscuous wearing of glasses as 
we see today. The welfare of the mother should be re- 
garded as secondary to that of the child, in Dr. Kane’s 
opinion. 


A judicious silence is always better than truth spoken 
without charity. 
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PAPERS AND REPORTS PRESENTED AT CINCINNATI MEETING 


Subjects Discussed Cover Reconstruction Problems in Hospital and Nursing Fields — 
Policy of Institutional Membership to Continue — Association Alive 
to Bigger Legislative Issues 


THE TRAINING OF HOSPITAL ATTENDANTS 
General Shortage of Nurses Raises Problem of More 

Adequate Nursing Care for Sick—School for Training 

of Attendants Opened in New York City— 
Effect of Movement on Regular Nurs- 
ing Schools 
By AGNES S. WARD, Ceneral Superintendent of Nurses of the 
Department of Public Charities, New York City 

I believe we shall all agree that there is a crying need 
throughout the entire country for more adequate nursing 
care for the sick. This is not a new condition. It has 
been with us more or less acutely for years. Doubtless 
most of us are endeavoring to find some fairly satisfactory 
solution of this grave nursing problem—a solution that 
will give the desired care without doing injustice to the 
pupils and graduates of the schools of nursing. The 
problem is a complex one. It is generally conceded that 
the interest of the institution is best served by the highly 
skilled service rendered by the nurse—graduate and stu- 
dent. Unfortunately there are not enough nurses to meet 
the demand, and there is much routine work and simple 
nursing procedure that might fittingly be done by a less 
skilled group. 

In considering a second group we believe it to be vital 
that only such plans be considered as will not interfere 
with the schools of nursing. We feel strongly that no 
one institution should maintain a school for nurses and a 
school for a second group. Not only would there almost 
inevitably be friction between the two groups, but the 
public would not understand the difference between the 
diploma granted to the nurse and the certificate granted 
to the attendant. Each would be a graduate of the same 
school. This would bring bitter feeling in the nurses’ 
alumnae, which would eventually, we believe, be to the 
detriment of the institution. 

Schools for the training of attendants could most fit- 
tingly be established in special institutions where there 
are not schools of nursing. After graduation these 
trained attendants could be employed as assistants to the 
nurses in the general hospitals. In their training these 
attendants would be taught to do well a certain class of 
work and could relieve the nurses of much of the routine 
labor. Such a course should be simple and largely prac- 
tical. Doubtless the majority of the women who would be 
interested in taking such a course would be women with 
good, practical nursing sense but with not much ambi- 
tien for class work, and little appreciation of the value of 
education. 

Two such schools for attendants have recently been 
opened, and a third one will be opened in the near future 
in the Department of Public Charities of the City of New 
York, of which the Honorable Bird S. Coler is commis- 
sioner. These schools are all connected with special in- 
stitutions and will in no way interfere with the schools 
of nursing in the department. The special institutions 
with which they are connected are the Neurological Hos- 
pital, the Hospital for Defective Children, and the Tuber- 
culosis Hospital. The material is ample to give a good 


attendants training in each of the hospitals, and there 
are many such institutions all over the country where 


such a course could fittingly be given. The course is a 
simple, practical one. The applicant is required to be able 
to read and write well enough to take orders intelligently 
and to keep simple bedside records. The superintendent 
of the school decides as to the fitness of the applicant. 
The length of the course is nine months, with seventy (70) 
hours of theoretical work, as follows: elementary nurs- 
ing, 25 hours; cooking and dietetics, 20 hours; hygiene, 10 
hours; care of children and infants, 5 hours; care of 
chronics and convalescents, 5 hours; accidents and 
emergencies, 5 hours. 

The superintendent of the school, with her assistants 
and the resident dietitian, give most of the instruction, 
only a few lectures at the end of the course being given by 
the visiting medical staff, who are urged not to talk over 
their heads. There is no work in Materia Medica. The 
pupils are taught the need for great care in the handling 
of drugs and are also taught how to give a hypodermic 
with sterile water. This we feel is much better than giv- 
ing a superficial course in Materia Medica. The course 
is new and therefore, experimental. We feel, however, 
that, if experience indicates the advisability of a higher 
educational standard and a longer course, we shall be 
ready to make the change. The simple course seemed 
best for the present. 

A post-graduate course of three months is offered. This 
may be taken in any one of the other institutions in the 
department maintaining a school for attendants. Later, 
if there seems to be a demand for such assistants in Pub- 
lic Health work, this branch of service may be included in 
the post-graduate course. A certificate of graduation is 
given on satisfactory completion of the nine-months’ 
course, and an additional certificate is given for the post- 
graduate course. The schools are called training schools 
for attendants, and the graduates will be known as trained 
attendants. Classes are formed every three months. Only 
ene text book, Practical Home Nursing, by Henderson, is 
used, which covers in a concise, simple way about all that 
it is possible to give in so short a period. 

During the course the uniforms and books are pro- 
vided, and an allowance of $25 a month is made. This 
may seem to some of you to be a too generous allowance. 
We must bear in mind, however, that the course is largely 
practical (only 70 hours of theoretical work), and that 
the pupils will be drawn principally from homes where 
their families cannot give them help. In fact, many of 
them will probably have to give help rather than receive 
it. Then, too, when we consider the present purchasing 
power of a dollar, perhaps we shall agree that the allow- 
ance is only fair. There are other points, also, to be con- 
sidered. There are the alluring opportunities in the com- 
mercial world which these people can ill afford to forego. 
The attendant group, as a whole, is not ambitious for 
education and naturally does not appreciate it. Therefore 
we must make conditions sufficiently attractive to have 
them feel that it is worth while. 

There is an excellent eighteen months’ course for at- 
tendants at the Montefiore Home and Hospital for Chronic 
Diseases, New York City. Eighteen months seems to us 
unnecessarily long when there are schools where a nurse 
may receive her diploma and take her state board ex- 
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aminations at the completion of only a two-year course. 

The Young Women’s Christian Association gives an 
eleven-weeks’ course for training attendants. This is a 
very good course for those wishing to do a little nursing in 
their own homes. Most of the time is spent in class work, 
hospital experience, nine hours a week, being optional. 
The course is too expensive for the woman of the average 
attendant group; as the tuition fee is $35.00, and the uni- 
forms are about $6.00 each, besides maintenance. We 
can see that this course could hardly be counted on to 
meet any large need. There are other short courses in 
New York and in other parts of the country, but the supply 
is wholly inadequate. Very few of the special institutions 
ere being utilized for giving such courses. Would it not 
go a long way towards solving our problem if a campaign 
were started to encourage all institutions where there is 
not proper material for training nurses to start schools 
for attendants? 

Naturally we ask how such a movement would affect 
the schools of nursing and the graduate nurse. How 
many of this attendant group would later qualify to enter 
schools of nursing? We believe that very few will have 
ambition to study and qualify to enter schools of nursing. 
In the tuberculosis department of the Metropolitan Hos- 
pital, New York City, with which I have the privilege of 
being connected, the nursing for the past eighteen years 
has been done entirely by experienced attendants. During 
all these years not more than about half a dozen of the 
attendants have qualified and entered schools of nursing, 
and this may be taken as a fair example of what may be 
expected from the group. 

A second and perhaps more important question is the 
probable number of those who will pose as graduate 
nurses. We confess that it is with fear and trembling 
we approach the question. Doubtless the proportion will 
be large. However, we all know that to-day the un- 
trained attendant and the probationer who spent ten days 
or two weeks in some school pose as graduates and send 
undaunted to the grave many a typhoid or pneumonia 
patient. Would it not, therefore, be a protection to the 
graduate nurse to have a recognized attendant’s course 
established? Such a group could doubtless be protected 
by legislation without requiring a written examination. 
It would seem that eventually such a trained group 
would diminish rather than increase the number of those 
who pose as trained nurses. 

We would urge, then, that a campaign be started 
throughout the country to establish schools for attendants 
in special institutions, such attendants after graduation to 
be employed as assistants to the nurses in hospitals where 
schools of nursing are maintained. This we feel will 
materially relieve the present strain due to shortage of 
nurses and will do much toward giving the patient the 
desired nursing care. 


Report of the Executive Secretary 


In June, 1918, the services of the writer were loaned by 
the Cleveland Hospital Council to the American Hos- 
pital Association. He was requested to complete plans 
for the 1918 convention. It was to be a part-time effort 
only. The difficulties encountered, however, demanded 
full-time service. No work was done for the Cleveland 
Hospital Council by the executive secretary during that 
period. Perhaps the most that can be said about the 
results is that the Association got through the Atlantic 
City Convention without disaster. 

At the request of the Association at Atlantic City, the 
writer became executive secretary on a part-time basis. 
It was generally understood that his time would be divided 
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between the American Hospital Association and the Cleve- 
land Hospital Council. In a measure, it was a war-time 
arrangement. While considered only as a part-time posi- 
tion, it has, in reality, carried full-time responsibility. 

The war is now over. There seems to be no reason 
for a continuation of part-time service in the office of the 
executive secretary. The Cleveland Hospital Council now 
desires the full time of its executive officer, and we are 
assuming that this temporary arrangement will be con- 
cluded with, or shortly after, this convention. If it has 
proved of any value to the Association, we are glad; at 
least, we are grateful for the opportunity given us to be 
of service. 

THE EXECUTIVE SECRETARY 


Since the writer is not a candidate for any position with 
the Association, comments upon the position of the execu- 
tive secretaryship should not be out of place. The Asso- 
ciation is now twenty-one years of age. It has developed 
rapidly since the Philadelphia convention and has reached 
the point where it demands the full-time services of a big, 
broad-gauged man as executive secretary or business 
manager. The position requires initiative, industry, tact, 
and patience and all the qualities that go to make up a 
competent administrative officer. Any one willing to ac- 
cept such a responsibility for $3,000 or $4,000 a year is 
not qualified. The position should pay at least from 
$7,000 to $10,000 the first year. 


INSTITUTIONAL MEMBERSHIP 


This policy has been discussed in the president’s address. 
The reasons for its adoption at Atlantic City were fully 
discussed there and have been set forth from time to time 
during the year. The best reasons for continuation of this 
policy, as a basis for organization of hospital workers and 
hospital sentiment on a state and nation-wide scale, will 
appear in the report of the legislative committee. It is 
commended to your attention. During the next year at 
least three hundred additional institutional members 
should be added. 

SERVICE BUREAUS 

“The approval of the policy of establishing service 
bureaus in the Association as fast as finances will per- 
mit,” is the answer to the merited inquiry, “What are 
hospitals goirg to get in return for their institutional 
membership?” One such service bureau has already been 
established; namely, that on dispensaries and the com- 
munity relations of hospitals. The legislative committee 
will recommend the organization of a bureau on legisla- 
tive service. My personal experience in the hospital field 
and in dealing with both state and national public health 
legislation prompts me to say that no more important step 
can be taken by this association at this time than the 
creation of such a bureau. 

Modern hospitals are factors in public health work. 
As such, they are maintained by tax-collected funds or by 
private philanthropy. While they exist primarily to pre- 
vent disease and to take care of the sick, they have cer- 
tain other important functions. They are expected to 
afford opportunity for scientific study and research, and 
to help educate and train both physicians and nurses. 
Along all of these lines they are expected to render satis- 
factory service to the public. Whether public or private, 
they are subject to certain rules and regulations and are 
bound by laws of supervision and control at the hands 
of the state. While they have certain obligations to meet, 
they have interests in common to protect. To meet these 
obligations and protect these interests, they have been 
slow to organize. In some states where there has been 
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an opportunity to secure state aid they have been well 
organized for this purpose. But it may be safely said 
that they have been lamentably weak in organizing to 
keep their superintendents and controlling officers in- 
formed through a central office of all legal matters, par- 
ticularly legislation, national or state, affecting’ their 
financial interests and their public health responsibilities. 
This is a serious situation. 

It can be met by the American Hospital Association by 
increasing its institutional membership; by encouraging 
the extension of this plan through affiliation with state 
and sectional associations; and by the establishment of a 
live legislative service bureau. If for no other reason, 
such an organization is needed to assist the hospitals in 
the protection of their own interests. The butchers, the 
bakers, and the candlestick-makers have active organiza- 
tions to fight obnoxious legislation and to promote their 
own interests. Why not the hospitals? 


OTHER SERVICE BUREAUS 


There have been suggestions during the year that serv- 
ice bureaus on hospital accounting, on hospital construc- 
tion, and on purchasing and standards be established. 
Obviously, all could not be created at once, but these are 
urged for consideration. Hospitals will be surprised at 
the results that can be obtained through a properly organ- 
ized bureau on hospital standards and supplies. 

The directors of service bureaus should extend and 
supplement the work of the executive secretary. They 
should be directly responsible to him and, of course, meet 
with him and the board of trustees when necessary if 
requested. If the position of executive secretary is made 
to correspond to that of a chief clerk, and the directors 
of the service bureaus are allowed to establish a direct 
relation to the board of trustees, becoming in a measure 
independent of the executive secretary, no end of trouble 
is bound to result. This Association cannot afford to 
develop its executive management along unbusinesslike 
lines. 

If progress “rides the saddle” at this convention, as I 
believe it will, several of these bureaus should be approved 
and authorized for the coming year. While the income of 
the Association is increasing, more money will be needed 
for this purpose. If ten or fifteen thousand dollars be 
needed, I know there are ten or fifteen men interested in 
hospitals and public health who will be glad to give a 
thousand dollars for each of the next two years for service 
bureaus. The writer will be glad to assist in a plan to 
raise this money. The Association must advance and 
meet its responsibilities. 


PERSONAL MEMBERSHIP 


The personal membership plan has been continued. At 
the present time there are 214 active and 65 associate 
members whose dues are paid up to date. There are a 
number of delinquents, all of whom, except those de- 
linquent for more than two or three years, have been 
notified of their delinquency. Of course, it is to be ex- 
pected that with the adoption of the institutional mem- 
bership plan the number of personal memberships will 
decline, and it will take some time to readjust the two 
classes of membership. 


BUSINESS MANAGEMENT 


During the year it has been necessary to transfer the 
books and records of the Association from Washington to 
Cleveland... The bank account was transferred to a Cleve- 
land bank. Sound business sense necessitated such action. 
Obviously, the executive secretary could not be held re- 
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sponsible for the management of the affairs of the Asso- 
ciation with the records, books, and accounts in a city 
several hundred miles distant. 

The institutional membership records, commercial ex- 
hibit books, and financial accounts of the Association will 
be found in good condition. Personal membership cards 
are not in just the condition we would like to have them, 
but perhaps the best considering the fact that they did 
not come into our immediate possession until July of this 
year. The books of the Association were audited by 
expert accountants on January 1 for the year 1918, and 
again on September 1 for the first eight months of this 
year. These audits will be presented to you by the audit- 
ing committee. 

The Washington office is still open and in charge of a 
clerk who is paid a small compensation. It would seem 
the logical time for the Association to determine now 
where its official headquarters will be located for the 
future. The Association should have offices and office 
arrangements that will attract confidence in those who 
visit them. The adoption at this convention of a perma- 
nent office policy is recommended. 

At the end of the 1918 convention the Association had a 
balance in the bank of about $3,000. The balance on 
September 1, when the audit for the first eight months 
was completed, was $5,393.04. This does not take into 
consideration accounts payable, including commercial ex- 
hibit and some institutional memberships. The Associa- 
tion should close this convention with a balance in the 
bank of $6,000. 

The commercial exhibit, which is the largest on record, 
speaks for itself. There is no reason why we should not 
have a $15,000 exhibit next year. 


EMPLOYMENT BUREAU 


The operation of an employment service by the Asso- 
ciation is not an unmixed blessing. It has been carried on 
this year through a bulletin system and has not proved 
entirely satisfactory. It is understood that THE MopERN 
HOsPITAL is about to conduct a hospital employment 
bureau. It is possible the Association can work out a 
cooperative arrangement with that organization. This 
development should be given consideration. 


PUBLICATION OF PROCEEDINGS 


The 1918 proceedings were not published and distributed 
until late in the year. The executive secretary suggested 
early in the year that no special volume be published, but 
that a cooperative arrangement be worked out with THE 
MoDERN HOSPITAL whereby the numbers of that journal 
containing the proceedings, important papers, and discus- 
sions at the convention might be furnished to members 
of the Association. There were many, however, who pre- 
ferred to have the special volume and, accordingly, ar- 
rangements were made with THE MopERN HOspPITAL to 
publish it. THE MopERN HOosPITAL cooperated by keeping 
its type standing, giving the Association this advantage. 
The proceedings were published and distributed at a cost 
of about $1 a volume. This is a very reasonable figure. 
If the Association had not received the benefit of the 
standing type in the hands of THE MopERN HospIirTAL, the 
increased cost of labor and materials would have greatly 
increased the cost of publishing the proceedings. 

This year an agreement has been made with the con- 
vention reporter to take all of the proceedings, write 
them up, send them to the participants for correction, and 
return the same with complete corrected copy for publi- 
cation, if possible, within sixty days after the convention. 
The Association will then be in a position to print a 














special volume if it desires. It would seem, however, 
that a cooperative arrangement might well be worked out 
with THE MopERN HospPItTAL thereby making it unnecessary 
to print a special volume. It is worthy of consideration. 

The thanks of this Association are due THE MODERN 
HosPiTAL for its fine cooperation in publishing the pro- 
ceedings at a very low cost and for the large amount of 
publicity given this Association through its columns in 
the past year. In this respect the Association has been a 
fortunate beneficiary. 

And so with every good wish for the future develop- 
ment of this Association, this report is 

Respectfully submitted, 


HOWELL WRIGHT, 
Executive Secretary. 


Report of the Legislative Committee 


This is a report of the legislative committee of the 
American Hospital Association. It is intended to give a 
brief account of the activities of the committee during the 
past year. It seeks to emphasize the importance of the 
relations between Federal and state governments and 
the hospitals, as well as the necessity for organized effort 
on the part of the hospitals to strengthen and further 
improve these relations. For the protection of the public 
health and the financial and other interests of the hos- 
pitals it demands organized legislative action. 

The constitution provides that: 

“The levislative committee shall, so far as possible, in- 
form itself concerning all legislative procedure affecting 
the Association or the interests which it represents. Sub- 
ject to the approval of the Association, or Board of 
Trustees, it shall actively support all desirable legislation, 
and actively oppose all unwise legislation.” 

The committee has interpreted this to mean that, first, 
it should inform the hospitals and interests involved, as 
well as itself; and, second, that any activity taken for or 
against legislation should be before it is enacted, and not 
afterward. So far as possible, then, within the limits of 
its present organization, the committee has proceeded 
accordingly. 

PUBLIC HEALTH RECOMMENDATIONS IN THE GOVERNORS’ 
MESSAGES TO THE LEGISLATURES 


Early in the year, the committee made a study of the 
messages of the governors to the state legislatures and 
a digest of the public health recommendations of general 
and special interest to hospitals contained in each mes- 
sage. The committee was prompted to do this because it 
believes that the governor’s message is of great impor- 
tance, in that it frequently reveals the public state of 
mind about questions of the day. The average governor 
has his ears to the ground to learn what his constituents 
think and say about public questions. The 1919 messages 
indicate clearly that the great war, as well as the in- 
fluenza epidemic, prompted both people and governors to 
take a greater interest in public health. 

The committee sent a special bulletin to the hospitals 
in many states calling their attention to the recommenda- 
tions made by their governors. It urged them to take an 
active interest in the measures proposed, and not wait 
until after the horse had been stolen to complain about 
the short-comings of the legislature. It is known that in 
a number of instances these bulletins were helpful to the 
hospitals. When the hospitals have become better organ- 
ized, both on a national and a state-wide basis, a bulletin 
system of this kind,may be made most effective. 

The point that this committee wishes to drive home to 
this group of hospital workers and delegates is this: The 
hospitals of the states should be so strongly and effectively 
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organized that, first, the political parties in convention 
will eagerly grasp their suggestions for the health and 
welfare planks of their platforms; and, second, that the 
governors will be glad to include the public health recom- 
mendations made by hospitals in their legislative mes- 
sages. 

lt is the duty of this Association to assist the hospitals 
in creating just such state organizations. 


PUBLIC HEALTH LEGISLATION ENACTED BY THE 1919 STATE 
LEGISLATURES 


The committee has sought to inform itself concerning 
important health legislation enacted by the 1919 state 
legislatures. It has corresponded with officials in all of 
the states, and has compiled a large amount of data from 
twenty-five states. Additional data is on hand for this 
purpose. It is impossible to report in detail on the meas- 
ures enacted. A great majority of them involved hospitals 
Girectly or indirectly. 

A number of state health departments were organized, 
while in other states the work of both the state and local 
health departments was extended. There was a noticeable 
increase in legislative appropriations for general health 
work and sickness prevention. Of particular interest are 
the 1919 public health acts of New Mexico, Michigan, 
Ohio, Missouri, Nebraska, and New York. Quite a num- 
ber of measures, involving workmen’s compensation, nurse 
registration and public health nursing, were introduced. 
There were a number of important additions to the work- 
men’s compensation acts, and a number of spirited con- 
tests over legislative proposals pertaining to nurse regis- 
tration. Alabama and Missouri enacted new workmen’s 
compensation laws, but the Missouri Act was deferred to 
a general election by petition. The contests over the IIli- 
nois nurse registration act emphasizes the need of express- 
ing the organized hospital point of view when such 
legislative proposals are under consideration. 


Federal Legislation 
FEDERAL INHERITANCE TAX LAW 


Last year and this, the Association, through its legis- 
lative committee, took an active interest in the Federal 
inheritance tax law in regard to charitable bequests. Both 
before and after the 1919 convention, at which a resolution 
on the subject was adopted, the committee joined with 
other organizations in urging that bequests to charitable 
institutions should not be subject to the tax on inheri- 
tance. A great deal was done to bring the hospital point 
of view before the members of the Senate and the House. 

When the revenue act was finally approved, February 
24, 1919, its provisions on this point had been modified 
substantially in accordance with the contentions of the 
Association. The committee suggests that hospitals 
secure a copy of this Act, Public Document, No. 254, 
Sixty-fifth Congress, H. R. 12863, for the benefit of their 
attorneys, calling their attention to Title 4. 


THE ACT FOR THE PROMOTION OF VOCATIONAL REHABILITA- 
TION FOR PERSONS DISABLED IN INDUSTRIES OR OTHER- 
WISE AND THEIR RETURN TO CIVIL EMPLOYMENT 


This measure (Senate Bill No. 18), which has been only 
recently passed by Congress, is important. It provides 
for the vocational rehabilitation of persons disabled in 
industries. The Federal Vocational Board is authorized 
to cooperate in the administration of the Act with public 
and private messages. This includes hospitals. The pro- 


visions of the Act have to be accepted by the legislatures 
of the states, if the states desire to participate, or by the 
governors of the states, if the legislatures are not in 
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session. An obligation rests upon the hospitals to urge 
that such action be taken by their legislatures or by their 
governors. Large appropriations have been made by 
Congress for the work authorized in this law. 


NATIONAL AND WAR-TIME PROHIBITION 


When war-time prohibition became fully effective June 
30, 1919, the United States Internal Revenue Department 
issued regulations which contained no provisions allowing 
hospitals to purchase or dispense alcoholic liquors for 
medicinal purposes. While there is a difference of opin- 
ion in professional circles as to the need of alcoholic 
liquors in hospitals, incidental to the professional treat- 
ment of the sick, the legislative committee decided to con- 
fer with the revenue department on the subject. Two 
questions were asked: (1) whether hospitals might pur- 
chase alcoholic liquors and dispense them to their patients 
in the course of treatment; and (2) whether such alco- 
holic liquors could be obtained tax free, as alcohol is now 
secured for scientific purposes. 

Under date of August 18, the department issued a 
ruling, authorizing the purchase and dispensing of such 
liquors under strict rules and regulations, but not allow- 
ing tax exemption. A copy of this ruling has been sent 
to every institutional member of this Association. 


FEDERAL DRY ENFORCEMENT BILLS 


Congress is more or less engaged in the process of 
enacting enforcement laws for national and war-time 
prohibition. Contrary to the general impression, hospitals 
and the medical profession are vitally concerned in these 
measures. They are so concerned regardless of their opin- 
ions on the merits of prohibition. The measures under 
consideration are for the enforcement of prohibition. 

Hospitals and the medical profession do not need to be 
reminded of how much they are affected under some of 
the provisions of the Harrison Narcotic Law. Red-tape 
tules and regulations often seem to be fitting partners, or 
the result of congressional political oratory. If hospitals 
are to be permitted to dispense distilled spirits and wine 
for medicinal purposes under national prohibition, in- 
iquitous regulations, similar to those of the Harrison Act, 
may well be anticipated. But, the hospitals are more 
concerned from another angle—namely, patent medicines. 


PATENT MEDICINES 


What have patent medicines to do with dry enforce- 
ment bills and hospitals? 

In the May number of Modern Medicine, Dr. S. S. Gold- 
water has an article on “The Care of the Sick in the 
United States in 1919.” He outlines the need of a med- 
ical program, and points out that the United States is a 
great nation suffering, among other things, from patent 
medicines. There are $900,000,000 invested in patent med- 
icines in the United States. With the adoption of the 
national prohibition enforcement laws, it looked for a time 
as if the patent medicine industry, which hospital people 
in general contend has been a great menace to public 
health, might be driven out of existence, and some of the 
sufferings of the nation eliminated thereby. This much 
desired result may not come to pass. In one state at least, 
which has adopted state prohibition, the dry enforcement 
bill was written in the special interests of the patent 
medicine manufacturers to the detriment of public health. 
A repetition is possible in Congress; at least, it is pos- 
sible that the national dry enforcement act may be so 
modified as to permit the patent medicine industry to 
continue, when, as all hospital people know, it should be 
killed, not injured. Are the seven thousand hospitals in 
the United States going to sit back and do nothing about 
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it, or, will those represented at this convention give some 
instructions to their legislative committee? A communica- 
tion direct from the convention to the Senate committee 
on this subject is suggested. 

When the next state legislatures meet, however, to write 
new dry-enforcement laws, let the hospital and health 
workers beware. Many times will your help be needed in 
deciding legislative contests—patent medicines vs. public 
health. 

A NATIONAL DEPARTMENT OF HEALTH 

There is now pending in Congress a bill (S. B. 2507) 
to establish an executive department to be known as the 
Department of Public Health, which, if created, would 
function in cooperation with the several states as a pro- 
tector and promoter of the health of the people of the 
United States. It is known from reliable sources that 
favorable action is not likely at this session. While it is 
not necessary for the Association to be drawn into any 
controversy between the private organizations or commit- 
tees who are promoting it, the legislative committee be- 
lieves that this convention cannot fail to give considera- 
tion to this important national legislative proposal. 


HOSPITAL AND WORKMEN’S COMPENSATION 


The 1918 legislative committee’s report urged hospital 
workers and associations to assume something more than 
a policy of indifference toward the subject of hospital 
benefits under Federal and state workmen’s compensation 
laws. It was urged in that report that the common legis- 
lative and administrative limitations on compensation for 
hospital service result in injustice to both injured work- 
men and to hospitals. The principles expressed in that 
report are again commended to the attention of this Asso- 
ciation. The principle of “hospital cost for service ren- 
dered,” which has had the general approval of this 
Association, is an absolute essential in workmen’s com- 
pensation laws for the injured workman and for the hos- 
pital which cares for him. If such laws limit rates of 
payment, as well as the number of days of hospital treat- 
ment, the result is loss of opportunity for the complete 
restoration of the workman seriously injured in industry. 
it also often places the hospital in the position of a choice 
between doing “charity work” for the state and the pri- 
vate insurance company, or of discharging the patient too 
scon. These are what Dr. Royal Meeker, United States 
Commissioner of Labor, calls “leaks in workmen’s com- 
pensation.” His address on this subject, at the annual 
meeting of the American Association for Labor Legisla- 
tion in 1918, should be examined by hospital workers and 
associations. 

The following facts should stimulate the organized hos- 
pitals toward securing legislation for necessary changes 
in workmen’s compensation laws: 


1. The principle of “hospital cost for service rendered” 
does not seem to have been included in other state or 
Federal workmen’s compensation law. 

2. Provision for adequate hospital treatment for in- 
jured workers is far more important than allowance of 
money benefits; yet four states make no provision for 
such services. 

3. Twelve states limit the cost to one hundred dollars 
or less; sixteen limit the period to thirty days or less. 

4. Only four states permit of adequate medical and 
surgical treatment by placing no limits in their laws upon 
the time or cost of such services. 

5. Attempts are now being made to include occupa- 
tional diseases within the provisions of workmen’s com- 
pensation laws. 


HOSPITALS AND HEALTH INSURANCE 


The 1918 convention adopted a resolution on health in- 
surance. . Copies of this were forwarded to several state 














health insurance commissions studying the subject at that 
time. They were urged to give full consideration in their 
recommendations to the principles of complete rehabilita- 
tion of the sick and that of “hospital cost for service ren- 
dered.” The committee offered the assistance of the As- 
sociation in the drafting of legislative proposals on this 
subject. 

Three legislative proposals at least, seeking to provide 
a system of health insurance, were introduced this year— 
Ohio, New York, and Minnesota. In several states recom- 
mendations were made for the appointment of health in- 
surance commissions to investigate the subject. 

The Minnesota bill, which we have not seen, was killed 
in committee; the New York bill passed on to the House, 
and the Ohio bill is still peacefully sleeping in committee. 
None of these bills gave recognition to the cost principle 
for hospital service to the sick, although the commission 
which drafted the Ohio bill was supposed to have favored 
it. Advocates, in their enthusiasm for health insurance, 
seem to forget that hospital service for the sick costs 
money. They must be made to see. It may be necessary 
for the hospitals to write the hospital tariffs of health 
insurance, and to rewrite those in our workmen’s compen- 
sation laws. Why not? Other industries have written 
tariff schedules. 

Let the hospitals of this country make no mistake. 
Health insurance is coming even more rapidly than work- 
men’s compensation came. The United States Public 
Health Service has just reported on the subject. It is 
being promoted and pushed by private organizations. Hos- 
pital indifference now will bring the same results it 
brought in workmen’s compensation. It is the function of 
the American Hospital Association to wake up the hos- 
pitals to the dangers of indifference. The medical pro- 
fession is rapidly awakening. The editor of one medical 
journal in a warning to that profession, says: “Capital, 
labor, and the medical profession are the three vital fac- 
tors under any form of state insurance.” 

Think of this statement in the light of what an essen- 
tial factor hospitals are in the care of the sick. But, 
unless they are aroused, and at an early date, the health 
insurance promoters, with the aid of the state legislatures, 
wil] leave them at the starting post. 


RELATIONS OF HOSPITALS TO STATE DEPARTMENTS 


All hospitals, whether public or private, have certain 
relations to departments of state. They are sometimes 
subject to certain rules and regulations made by state de- 
partments, and often bound by laws of supervision or con- 
trol at the hands of the state. The laws, rules and 
regulations governing such relations are not alike in any 
two states. It may very properly be said of the plan of 
supervision and control of hospitals by state governments: 
“Mediocre, what there is of it, and, a lot of it, such as it 
is.” 

During the year the committee has sought to become 
informed, so far as possible, of the exact relations between 
hospitals and the state governments. Much data has been 
gathered, and some analyses made of it. It warrants the 
conclusion that there is work to be done in this direction 
by the organized hospitals. They must take up these mat- 
ters in each state, and straighten them out. The associa- 
tion can help to pave the way. 

What is a hospital? The inevitable question may well 
be asked: “Who knows?” 

There have been attempts by legislatures and the courts 
to define hospitals and sanataria, but such judicial and 
legislative decisions are often found unsatisfactory. A 
few state departments seem to have been granted author- 
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ity to define hospitals. Classification of hospitals has been 
authorized in some states for purposes of nurse training; 
in other states, the boards of charity make a limited classi- 


fication of hospitals for different purposes. The distinc- 
tion between “public” and “private” hospitals is not 
clearly understood in a great majority of the states. 


Clear, effective, legal definitions and classifications of pub- 
lic and private hospitals and dispensaries should be 
secured in every state. 

The incorporation of charitable hospitals and hospitals 
for profit by the state raises important questions. In some 
states, this function is exercised by the secretary of state, 
in others, by a state board, while, in one or two others, 
articles of incorporation are granted by the legislature. 
Taken as a whole, there is very little investigation of these 
applications. Attempts to pass legislation, requiring ex- 
tended investigation of these applications, have on numer- 
ous occasions been defeated by those who should have 
been subjects of investigation. It is a nation-wide prob- 
lem. 

The leading hospital workers of this country know that 
it is to the best interests of public health to have a 
reasonable state supervision over the “charity franchise.” 
Many are fully aware of the evils resulting from pro- 
miscuous granting of hospital charters. As a protection 
to the public, hospitals should assist the state by taking 
an active hand in securing better incorporation laws. In 
addition, they should encourage state departments to 
insist upon adequate hospital reports, and, when such 
are not possible under existing laws, they should cooperate 
in requesting the legislatures to pass necessary legislation 
for the purpose. The state is entitled to have complete 
reports from hospitals and other representatives enjoying 
a state franchise. 

State laws for licensing and inspection of hospitals and 
dispensaries are as haphazard as those pertaining to gen- 
eral supervision and control. In several states the health 
departments have authority to inspect certain types of 
hospitals, including maternity hospitals, contagious dis- 
ease hospitals, and, in some instances, hospitals caring for 
mental cases. In a number of other states several differ- 
ent departments have authority to send inspectors into 
hospitals for various purposes with the result that they 
are over inspected and little is accomplished. The average 
hospital desires to be incorporated and licensed by the 
state, and welcomes inspection at the hands of the state. 
It is the opinion of the legislative committee that in any 
state the organized hospitals can make state license and 
inspection what it really ought to be—a means of protect- 
ing the public. After all, hospitals are promoters of 
public health, and, as such, they have an obligation rest- 
ing upon them to assist the state in the enactment and 
administration of health laws. During the next few 
years the American Hospital Association could very well 
afford to assist the hospitals in the different states in 
working out, subject, of course, to the local conditions in 
each state, an adequate and effective system of state 
supervision, license and inspection of hospitals and dis- 
pensaries. 

RECOMMENDATIONS 


The legislative committee recommends that a Legisla- 
tive Service Bureau be authorized by the Association at 
this convention. Such a bureau should be under the con- 
trol of the board of trustees and in immediate charge of 
a director. The duties assigned to the legislative commit- 
tee by the constitution should be assumed by this proposed 
bureau, but the committee should be continued in an ad- 
visory capacity and instructed to make annual reports to 
the convention. 
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In the United States there are over seven thousand hos- 
pitals. They represent nearly three-quarters of a million 
of hospital beds. With allied institutions the number 
reaches nine thousand with a bed capacity of nearly nine 
hundred thousand. The large map here on exhibit shows 
the distribution of hospitals by states. These institutions 
represent millions of dollars in capital assets, millions in 
operating expenses, thousands of physicians and nurses, 
and many thousands of employees. It is a tremendous 
aggregation of money and personnel. Properly organized 
in state and national associations, these institutions can 
wield a mighty influence. They can defeat obnoxious 
legislative proposals, and compel the enactment into law 
of modern public health programs. They can make in- 
dividual members of state legislatures and of Congress, 
and, sometimes, party majorities, “stop, look, and listen.” 
It is a matter of organization. 

Opportunity knocks at the door! It is the logical 
moment to give the hospitals of this country the chance 
to speak on legislative matters through a Legislative Serv- 
ice Bureau of the American Hospital Association. 

PLINY O. CLARK, Chairman, 
RENWICK R. Ross, M.D., 

Louis H. BuRLINGHAM, M.D., 
HOWELL WRIGHT, Executive Secretary. 





CHART EXHIBITS AROUSE KEEN INTEREST 


Members and Guests Display Enthusiasm Over Statis- 
tics Compiled by The Modern Hospital— 
Reproduced by Request 

Of unusual interest, especially to state officials and 
cthers who are thinking about hospitals and their great 
development on a broad national basis, was THE MODERN 
HOSPITAL’S exhibit of seven charts showing the growth 
of hospitals and allied institutions in the United States, 
their classification, distribution, bed capacity, ratio of 
hospital beds to population, and a comparison of the num- 
Ler of hospitals, sanatoriums and allied institutions with 
the membership of the American Hospital Association by 
states. The charts occupied a conspicuous place as part 
of THE MODERN HOSsPITAL’s exhibit and were carefully 
scrutinized by many of the delegates. So marked was the 
interest that many of the delegates took the trouble to 
copy some of the detailed figures. Because of this inter- 
est and the many requests for copies, the charts are re- 
produced in the hope that they may have a wider useful- 
ness. 

Chart I 
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Chart III 








CLASSIFICATION OF HOSPITALS, SANATORIUMS, AND ALLIED 
INSTITUTIONS ACCORDING TO CHARACTER 
OF CASES ADMITTED—1918 


HosPITALS AND SANATORIUMS 














No. of No. 
Class Institutions of Beds 
DEE Si i cca e Gb eb eaentneeseeseuarnneenenaes 4,863 270,209 
ith ew aeals heehee Genes RERESSARD SE EEE 169 3,518 
a6 dpeeeebebudbedenseeesSO6SebRCReTES 482 38,881 
TESORL GRE ROPVOUB. cc ccccccccccvccccesevcecsecees 539 283,761 
DEE cn pepe eceedeeennns sees $0e00“sdsekeeses 63 7,288 
EE 6 acinus s0000600000000004000000000000460608 215 8,995 
En on cen che RERCESS SEER CREEP OEDERD OOS ODS 165 17,660 
Eye, ear, nose and throat 69 2,289 
EEE och een ndessessnesénreecens -- 22 6,287 
EE, houins cath Bees etDAaChORh es HO KK COREA RS 40 2,483 
Alcoholism and drug addictions.............-.e0+0+ 91 3,259 
CE nn cccccesdcecreceecsescesesseesooene 50 3,987 
CEE nig 5. dcte edited en eusedbeesseeeweeee 56 3,494 
Tr de ee ele wa ae RNa ees 77 3,620 
NNN 6 nn 5:0 wdeeesne4aeesecnwenesee 77 2,234 
ED hc wh 6060 603 0d6 506054080560 060 NS ened ee eee 7,158 657,965 
ALLIED INSTITUTIONS 
No. of 

Institutions Capacity 
Biemnen Sor GRTIGTOR. 2 cccccccesceccccesecccvcescccse 748 109,127 
Homes for aged 712 74,289 
Rescue homes 184 12,640 
Homes for the deaf and blind...........seee-eeees 117 15,070 
TE scceceeksenweseswndnessb0eeseenshsonenee 1,761 211,126 
Estimated number of hospital beds in allied institutions........ 21,113 

Total number hospital beds in hospitals, sanatoriums, and 
Pt Ce). ccc Scab bbe neccedesGudedeneeederereenens 679,078 





Chart IV 











HOSPITAL GROWTH IN THE UNITED STATES—1873-1918 


(Embracing all classes of hospitals and sanatoriums but excluding allied 
institutions, such as homes for the aged, homes for the deaf and 
blind, rescue homes, etc.) 


1873 1918 Increase 
Number of hospitals.................- 149 7,158 4700 % 
Number of hospital beds.............. 35,453 657,965 1755 % 
Ratio of hospital beds to population.. 1 to 1088 1to174 525 % 
DY Vevcninaknetiaeanaaheneaae 88,558,371 114,201,039 196 % 
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CLASSIFICATION OF HOSPITALS AND SANATORIUMS BY 
CAPACITIES—1918 


Number of Hospitals 
3004 


Bed Capacity Percentage of Total 
41.97 


Under 25 

25to 49 1766 24.67 

50 to 99> 1153 16.11 
100 to 199 661 9.23 
200 to 499 342 4.78 
500 to 999 101 1.41 
1000 and over 131 1.83 
Total 7158 100.00 











COMPARISON OF THE NUMBER OF HOSPITALS, SANATORIUMS, 
AND ALLIED INSTITUTIONS, WITH THE MEMBER- 
SHIP OF THE AMERICAN HOSPITAL ASSO- 
CIATION, BY STATES 














Hospitals 

and Allied Members 

State— Sanatoriums Institutions A.H.A. 
CR. iis Se RSC ee eee 88 15 6 
ca i oad en wis aw lee aod 70 6 | 
EE hited ns Ce ebsie meee eeaneh iawn ee 90 8 0 
PL icchapee awn mabaikthinwmna kaneis 429 44 25 
a ata op wanda ate kn @recsn ene Miata Bina 123 27 9 
DL: i.) pce edénen ede we alae mee eueN 88 26 30 
ee i thd HEE ERASER EOS 18 6 4 
District of Columbia 30 39 12 
DE, Ci Scenes iend x bedan wee wed a walee 62 10 2 
PE. xigecsavesbedaadeethesensewene eae 89 23 6 
EES Se eer eee ee eee ee 55 2 0 
DE  nccueeeeetteegeenustede boneweaae 333 102 56 
ES da bs wre gaa ae ar a cre edema 176 70 4 
TT le de iraieiniand whinrwie aa de Ra AEN 206 29 11 
PL tected ae sa eee eneeniasicaee ne eae 135 23 st) 
OE a dikin eh ead ak bee OR aA 100 46 s 
EE nc ce ten bieewhe eke hhes Cah eens 63 35 1 
ied celal ener ical sesh eck eck 62 14 8 
ES EE ere rrr rr Tre 93 65 19 
RIE Pree T Sere OTT TT 382 119 109 
Es on gti eyes nn eee aah eee Ken ewe 237 51 42 
Dn -. vccinctwsseeesiewueeebeueeenns 201 38 49 
Ae ere 45 8 1 
EL.  ¢dgientee de eae adS CES REG E MERE 183 71 26 
DE: cn. <eeetenpeadcneunetbeenesunees 103 10 4 
DY nies cea adenereseeaekaet's 118 19 9 
eo ae ad ODE G uy ie KURO RRA aw SR 37 2 0 
i Pe .666c te ecodswbesseceresss 59 22 7 
Te co cag eaten da aeieee enews 144 63 47 
i oc ccecdaohecadscdhstesesheesee 53 3 0 
0 er ee re err 637 131 179 
eT ee Pee re 127 16 16 
PP i cccenepecdpaseetes baoenwawds 76 4 3 
ee as in eo whine A ale a NN ee 304 125 75 
Oklahoma ... 100 10 4 
CE ci ek cane e eawmie es ‘ cane 93 18 0 
Pennsylvania : 443 193 157 
Rhode Island 46 24 17 
i kee cicg Whee oe eRCRECEREEDE 54 11 6 
Ce dea gas wee. ede ea eet eee 76 6 2 
Cit nb Ces SS CRRA Me eKeS 107 35 4 
DEE Guictnttadecnthdgecene seat sne eae 316 34 14 
EE ae Keune cake pend eek ae eRe Ee 53 10 3 
SD, 6. vgi-wiga aren bbeehaseceeeeeeeen ee 36 10 3 
cient n dba bek heh eed eee eN eA 111 40 9 
6 ccc neie ahah setae wikee abe 189 31 4 
6 nan peen awaken ce ebh eee neoeens 72 9 15 
DEE sctcscedeeaewencennevesdaeeeees 257 45 17 
SO errr ere rr eT TTT TTT rrr. — 35 2 1 
U. S. Territorial Possessions.............. 154 11 1 
MED t5.4e000c6dGGheusbeseksdedanweees 7,158 1,761 1,035 
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RATIO OF HOSPITAL BEDS TO POPULATION BY STATES—1918 
‘ (Excluding hospitals for the insane and for convalescents) 
Alabama ......0000000. ft ee BR eR eae A: BR BS eacdandvcesccecs to 145 South Dakota .......... 1 to 287 
inc cecenesipanead BO ee I an cc ceamacke 1 to 354 New Hampshire ........ Ss OO errr l to 456 
Arkansas eS ere ee i 2.lUwDEllOl OO ee 1 to 506 New Jersey ....cccccees ) + errr, l to 468 
EE Be (See BS. éwnesascacans 1 to 416 New Mexico ............ Op Ee BE Graricoscescoscane 1 to 283 
Colorado ..........+4.. 1 to 159 Maine eocceccccccces Rte SOD BRO BOE cc ccsccevsess to 171 Vermont ........-cesees 1 to 339 
Commectionut ...cccccces Se 2 eae 1 to 208 North Carolina ........ Ss 2... eer. l to 394 
Delaware ..........000- 1 to 278 Massachusetts ......... 1 to 179 North Dakota .......... to 345 Washington ........... l to 219 
District of Columbia....1 to 118 Michigan .............. BOD Bee GD ceccweccecseeceses to 278 West Virginia ......... lto 441 
Florida .......seccceses Ss - BOO eee SOD Be. CS. occcscccsccess Op Gee WEE cccescoucececd l to 263 
DE <i000beéeeksente 2. kt 0.lU.U!”llU Oe ee Fe =e Ss fl Se l to 202 
Idaho OE ae Dh ee EE "io aw's ccacesesas 1 to 305 Pennsylvania .......... to 244 U. S. Territorial posses- 
Tilinois ....cccesccccecs fk flee 1 to 131 Rhode Island .......... to 235 GOED 0b cdasnesncéenen to 788 
DE ‘ntinideuatemagar SOP Bee ES. cccncccaccece 1 to 286 South Carolina ........ to 771 
Chart VI 
CLASSIFICATION OF HOSPITALS, SANATORIUMS, AND ALLIED INSTITUTIONS BY KINDS, NUMBERS, BED CAPACITIES, AND 
On _ BY WHOM OPERATED—1918 Pe esata a 
| : - Total 
Public Private sunsher of Total | Percentage 
Hospitals, Sanatoriums and - hospitals number of of beds 
Allied Institutions Govern- } State | County | Municipal Pay | Catholic Others | 2nd insti- beds 
ment | | tutions 
Hospitals and Sanatoriums— 
eae errs 155 53 | 192 191 2,406 518 1,348 4,863 270,209 31.10 
DEL. 2i¢h dancneddundasclisetheend dd 4000s kennel 5008 eenneneteeqeanee 159 6 4 169 3,518 .46 
PE §$cossensccedes 9 47 80 45 155 16 130 482 38,881 .49 
Mental—Nervous ......... 3 | 207 | 65 13 223 9 19 539 283,761 $2.66 
0 ES eee Peer ee Freee ee 5 6 : 49 63 7,288 84 
Maternity ......cccccccceciecccccccce 1 1 4 101 | 19 89 215 8,995 .05 
Contagious ........+.+++++ 8 18 13 ESS | suesougens 2 6 165 17,660 2.04 
Eye, Bar, Nese, Throat. ...jcccccccces E Dhecscenaadl duesencvne 44 y 22 69 2,289 27 
ES ERE RE FOr ret Peerer rrr. Crenere rT grrr rer eres Cree erer eT 202 202 6,287 .74 
DY ncintuckvecnnetebsiaaeedaneas SS aS Keres 11 | 3 22 40 2,483 380 
DEERE oc ccccesvccclecsseusnes DS bcacessoted vevacees o 78 | 1 10 91 3,259 .39 
GOMVMMIOINS occ cccccccccleccccccesel ssteseccns cocvceenee 1 9 | 5 35 50 3,987 47 
CUSED DED oncccccccslessceecce ‘ 2 2 3 7 | 11 $1 56 3,494 41 
Penal Institution Hospitals 2 64 | 5 © jestccennee | énecancess| cossaeeses 77 3,620 43 
Other Special Hospitals. ...|.....cccce| coccccsecs 1 1 63 1 11 77 2,234 26 
7,158 657,965 
Allied Institutions— | -—_— - - 
Homes for Children....... $006000eee 91 | 26 ll 4 199 417 748 109,127 12.57 
TS OS re 31 106 20 5 87 463 712 74,289 8.56 
i OG: Ka! FORReeey, pre DD) Fear eee 44 138 184 12,640 1.46 
Deaf and Blind...........+\.eeee- eee TZ | occcccecce| cocccccece 11 3 31 117 15,070 1.50 
| 1,761 211,126 
Total number of hospitals and sanatoriums...........+.+se+. 7,158 Total number “of beds | in hospitals ‘and sanatoriums sas itch tele 657,965 
Total number of allied institutions. ..........0.eeeeeeeseeeees 1,761 Total number of beds in allied institutions...................211,126 
8,919 869,091 
Chart VII 
DISTRIBUTION OF HOSPITALS AND THEIR BED CAPACITIES BY STATES—1918 
(Embracing the total number of hospitals, sanatoriums, and allied institutions and the total number of beds for patients in hospitals and 


sanatoriums, 


but excluding all 


beds 


in allied institutions other than hospital beds.) 
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MEMORIAL TO AMERICAN WOMEN WHO 


MADE SUPREME SACRIFICE 


FIRST 


Silk Service Flag With One Hundred Ninety-Eight Gold 
Stars Commemorates Heroism of Red Cross 
Nurses Who Have “Gone West” 


Among the white crosses of the American Expedition- 
ary Forces in a military cemetery at Base Hospital No. 
69, Savenay, France, with the trim gardens, the walled-in 
orchards, and the low hills of Brittany in the distance, 
Jane A. Delano rests quietly among the American dead, 
while at National Red Cross Headquarters, Washington, 
D. C., one of her associate nurses in memory of her has 
sewed a gold star—one of the last of the 198 to be added 
—upon the service flag of the department of nursing 














Quiet God’s acre where Jane A. Delano sleeps. 


Fig. 1. 


which she organized and directed, and to which she gave 
her life April 15, 1919. 

She was buried temporarily in the military cemetery 
at Savenay. When military regulations permit the bring- 
ing of her body to America, it will rest permanently, in 
accordance with her expressed wishes, in Arlington Na- 
tional Cemetery. 

This great silk flag, enshrined over the first landing 
of the marble staircase above the tablet dedicating to the 
use of the American Red Cross the marble building 
erected “by a grateful government in memory of the 
heroic women of the Civil War,” is the first memorial to 
the American women who laid down their lives for liberty 
in the world war. A single blue star represents 19,877 
Red Cross nurses in active war duty with the Army and 
Navy Nurse Corps and the Red Cross; some in barracks- 
like cantonment hospitals in this country; some in the 
long wards of the American Expeditionary Force bases; 
others among the repatriates and little frightened children 
of the devastated sectors; still others in evacuation sta- 
tions on duty for thirty hours without relief in the closely- 
curtained, brilliantly-lighted, operating rooms, or groping 
their way in the darkness from one stretcher to another 
in the crowded corridors, while the Hun bombing planes 
soared above; a few going ahead with “shock teams” and 
mobile operating units “where there’s a flash of light 
the roar of the guns, and the very earth rocking under 
your feet as you fumble for your helmet and gas mask.” 

In memory of the Red Cross nurses who have “gone 
west,” 198 gold stars cluster about this star of blue. The 
first two to appear were for Mrs. Edith B. Ayres and 
Miss Helen Burnett Wood, of Chicago, IIl., both of whom 
were killed by the explosion of a defective shell on the 
S. S. Mongolia, May 20, 1917, while on their way to France 
with the early units. 

War had found the Red Cross Nursing Service prepared 
to face the tremendous needs for trained women to fol- 
low the troops to the training camps, to the ports of 
embarkation, and across to those straining, exhausted 
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lines of the French and English. American nurses as 
well as soldiers began to move steadily and silently down 
to the camouflaged transports. November 1 found three 
thousand Red Cross nurses in active military service in 
this country and “over there,” while the names of four- 
teen thousand stood on the Red Cross rolls awaiting as- 
signment. 

Then as the movement of troops continued, word began 
to come back to the Red Cross headquarters regarding 
the services of American nurses, their adaptability, their 
skill, their devotion to duty, finally of bombed hospitals, 
of disease, accident, and death following exposure, long 
hours of duty, and the endless heart-breaking work of 
binding up of the wounds of war. 

One by one the gold stars began to appear until the 
influenza had claimed eighty-one nurses in military camps 
in this country alone. Two sisters, Viola and Ruth Lund- 
holm, of Oakland, Cal., contracted this disease while on 
their way to France and were buried together at Magdalen 
Hill Cemetery, Winchester, England, while others slipped 
quietly away in Scotland, in France, and in Belgium. 
Even in Germany there is a white cross marking the 
grave of Jessie Baldwin of Summerville, Pa. She began 
her war service as army nurse at Walter Reed Hospital, 
Washington, D. C., was ordered overseas, cited for extra- 
ordinary heroism when her hospital was shelled, and 
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Fig. 2. Affixing the symbol of Jane A. Dejiano’s supreme sacrifice. 
finally sent with the army of occupation into Germany, 
where she died in line of duty, February 6, 1919, at 
Coblenz. One of the last of the stars added to this sacred 
constellation—the one that represents the supreme sac- 
rifice of Jane A. Delano, director-general of the depart- 
ment of nursing—is here seen being affixed. 

















“The Lady with the Lamp” has become a holy tradition 
to the British soldier who fought in the Crimea. Ask the 
American doughboy in his turn what he thinks of the 
army nurse, in her slicker and boots, or in her grey ward 
uniform with the scarlet lined active service cape flung 
back over her shoulder! She has carried the ideals of 
Florence Nightingale and those other pioneers almost to 
the front lines of war. Wherever she has gone, she has 
brought cleanliness, order, and peace, while these two hun- 
dred Red Cross nurses, from the youngest graduate who 
stepped so eagerly from the doors of her training school 
into the hardships and privations of war-service, to their 
great leader Jane Delano, have proven forever, in com- 
pany with the other American dead, that “greater love 
hath no man than this ag 


AMERICAN RED CROSS STAMPS OUT TYPHUS 
IN SIBERIA 


The Allied Anti-Typhus Train Operating in Siberia Has 
Done a Great Work—Urgent Need of Help to 
Keep Down the Dread Disease 

The Allied anti-typhus train which has been operating 
in Siberia, under Red Cross direction, for the past six 
months, and which is known throughout that country as 
the “Great White Train,” is now stationed at Perm, 
where the doctors and nurses are combatting a recent 
outbreak among the soldiers and civilians there. 

The train was built by the American Red Cross for the 
Allies and was intended first for the maritime provinces 
of Siberia. The tremendous epidemic of typhus in the 
heart of the winter ran up the number of hospital cases 
enormously, while the unreported cases numbered many 
more, making a total of hundreds of thousands. 
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The “Great White Train” of the Allied Red Cross operating in Siberia. 


So the Great White Train went west, long cars for 
bathing men, women, and children, unwashed for months; 
cars for hair-cutting; for sterilizing clothing; cars loaded 
with garments and medicaments, began the work of mercy, 
alleviation and prevention. Testimony as to the good work 
accomplished by the expedition comes from officials and 
others who were at first skeptical as to the good resultant. 
When typhus began to die out in the beginning of summer 
a question arose as to what would be done with the train, 
General Knox, head of the British Military Mission, who 
knew of its operations, telegraphed to Vladivostok, “The 
train has done grand work; it must not be scrapped.” 

In every place visited the train officers arranged con- 
ferences with leading officials, military and civil, who were 
in charge of the sanitary, medical or surgical work, and 
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placed the facilities of the Red Cross at their service. 
Physicians aboard of the train were sent out to make 
separate examinations as to the needs of the several hos- 
pitals. Expert plumbers and engineers from the train 
also were sent out to examine bath-houses and disinfect- 
ing apparatuses used by the Russians. Authentic in- 
formation was compiled on which the Red Cross will base 
further operations against typhoid. 

Many towns were found without adequate sterilizing 
equipment. The Red Cross will meet this need next winter 
through the construction of at least two hundred sheet- 
iron sterilizers of the Russian type, which has proved 
simple in operation and effective in disinfecting clothing. 
Accurate information has been gained on which to base 
further operations. 

While the Russian army will be better equipped to fight 
typhus the civilian population is well-nigh helpless in the 
face of the economic famine of Siberia. But little new 
clothing has been sent into this country. Large amounts 
of relief goods have been sent by the American Red Cross 
but the supply is by no means equal to the demand. Every 
garment counts in the face of the staggering necessity 
of the people. 


OHIO VALLEY HOSPITAL’S SCHOOL OF NURSING 


Class Work Given During Day, Leaving Evening for 
Recreation or Rest—Program Includes Play 
as Well as Work 


The Ohio Valley General Bulletin, a bi-monthly publica- 
tion concerning the progress of the Ohio Valley General 
Hospital, Wheeling, West Virginia, has each month an 
article devoted to some major feature of the hospital, news 
notes, and little items to build up the morale of the staff. 

The July number is largely devoted to the school of 
nursing. Unlike many hospitals, the class work is given 
during the day, and not after duty hours in the evening, 
which leaves that entire period for recreation or rest. 

The curriculum includes massage under an instructor 
from Pittsburgh, Pa., and an intensive course in chemistry 
given at the Wheeling High School under the direction of 
Prof. C. H. Ebers to those pupils who have not had the 
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Ohio Valley General Hospital, Wheeling, West Virginia. 





subject before entrance. Through the cooperation of the 
medical staff, a splendid lecture course is given, and there 
is systematized and continuous class work in all subjects 
under competent instructors. A three months’ course in 
public health nursing was added last year with some field 
work in connection. A strictly fifty-two-hour week has 
been authorized, and is to be put into effect as soon as 
possible, 
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JUST A QUIET SUNDAY MORNING 
The Tale of a Day That Began at Dawn—With a Chance 
Remark That Caused a Mental Upset 


On the particular Sunday whereof I speak, I was roused 
frem a feathery dreamland at 3 a. m. and 5 a. m., re- 
spectively, to witness a twenty-four-hour section case 
with symptoms of developing pneumonia—which meant, 
of course, that, in those early hours of darkness, I had to 
send for the patient’s physician, take the proper emer- 
gency measures, rush out danger notices to the nearest 
relatives, and do all the various other things connected 
with a case which hovered between life and death. 

At 7:30 I hurredly snatched breakfast and reported for 
duty at 8:00, to supervise diet kitchen tray service and 
receive night reports from special and night nurses. 
From 8:30 to 9:30 I distributed the day’s supply of linen, 
after which I had to telephone several doctors and report 
on the condition of their patients. These preliminary 
duties completed, I “made the rounds,” which meant see- 
ing some forty-odd patients and stopping long enough 
with each one of them to make them feel that they were 
getting the individual attention to which they were en- 
titled. Between visits, of course, there were numerous 
telephone inquiries regarding the condition of patients 
which had to be answered, engagements for future cases 
which had to be made, and a new patient who had to be 
admitted. 

Just as I started down the hall hurriedly on an errand, 
a shrill ring on the telephone called me back to divulge 
the following information: “This is Mrs. Smith’s sister. 
She was to come home today from the maternity floor, but 
her husband celebrated last night and is now in the hands 
of the police. Please tell her.” Mrs. Smith was accord- 
ingly visited and consoled. A call to the third floor fol- 
lowed. The newest baby was not breathing properly and 
my help was needed at once. 

In the odd moments which I was able to snatch from 
all these various demands on my time, I dusted the op- 
erating and sterilizing rooms, set up dressing trays, gave 
out surgical supplies and did four surgical dressings. 
This being Sunday morning, it was the time, too, to 
straighten out closets and book-cases and do the odd jobs 
for which there was no time on week days. The floor 
nurses had to be helped with their routine work, for half 
the staff were off duty on Sunday morning. The departure 
of two patients meant seeing them off and listening pa- 
tiently for a full half-hour while they expressed gratitude 
for the benefits conferred, after which several members of 
the attending staff asked my company in calling on their 
patients. 

Just as I stopped for a moment to make a choice from 
the hundred or so tasks which confronted me, a call from 
the office informed me that Mrs. So-and-so, a convalescent 
neurastheniac, permitted to go for a walk unattended, had 
suffered a serious fall—which meant that I had to get 
her back to bed at once and quiet her hysteria. The visit 
with the chief of staff which followed was indeed a pleas- 
ure, and one of the few recompenses of life. 

During all of this mad scramble, of course, it was my 
place to look cool, composed, and spotless—also, to give 
the impression that I had plenty of time to talk to visit- 
ors and to admire the new cars and neckties of the visit- 
ing staff. 

And then, as the ceaseless round of tasks seemed to 
give way to a brief respite, the man who could not decide 
came along. He was a man of forty who, in his youth, 
had committed the old, old sin and now, at the time when 
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he should have been in his prime, was reaping the con- 
sequences of his early folly. He took down the telephone 
receiver and held it to his ear. Just as he was about 
to give his number, the operator broke in on the line 
suddenly, with disastrous results. His mental powers 
suffered a severe shock; his brain balked and refused 
absolutely to function. Motionless and speechless he stood 
there, while his face reflected the fact that, in a realiza- 
tion of his condition, he was undergoing an agony of 
shame and fear. Just a broken wreck of manhood, this 
poor bit of humanity was now able to perform only the 
automatic and routine activities of life, such as going to 
bed, arising, shaving, dressing, etc. While things followed 
a mechanical circuit without interruption he was able to 
guide himself fairly, but once off the track he was as help- 
less as a child. He had to be rescued quickly from this 
tragedy of the telephone and helped back to his room with 
suggestion and sympathy. 

Noon and the dinner bell—blessed relief! As I passed 
swiftly down the hall, breathing a solemn prayer of grati- 
tude for this breathing spell and looking forward with 
anticipation to thirty whole minutes which I might call 
my own, I caught this snatch of a conversation which 
floated out to me from an alcove: “That one? Oh, she’s 
the head nurse. She doesn’t do any work around here. 
She only floats around!” I disappeared quickly, to drown 
my disapproval of the universe in a cheery cup of tea. 


BLIND NO LONGER OBJECTS OF CHARITY 


“Double-Duty Finger Guild” Discovering New Opportunt- 
ties for Those in Physical Darkness—Contact With 
Fellow-Workers Helpful 

Dr. Schuyler Skaats Wheeler, of the Crocker-Wheeler 
Company, manufacturers of electric machinery at Ampere, 
N. J., realizing that many men would return from the 
war blinded, set out to find a way in which they would 
be able to compete on an even footing with other work- 
ers. According to the Vocational Summary, he has dis- 
covered a place where this can be done, removed from 
the taint of charity. 

One occupation is armature winding. Winding the coils 
requires deft fingers and great care and the blind are 
peculiarly adapted to it by their sensitive touch and 
caution. As the demand for these coils is inexhaustible, 
there will always be a way open for the blind to become 
self-supporting. 

“The double-duty finger guild,” as the blind workroom 
in the factory is called—a description of which was pub- 
lished in THE MopERN HospiTat January, 1918—has been 
established and the work there has been steadily increas- 
ing. The policy of the guild is to find work for the blind 
in factories, as this kind of work pays more on account 
of the great demand for it, and in addition brings them 
into contact with their fellow-workers. 

Since a beginning in this kind of work was made, 
numerous other trades in factories that are suitable for 
the blind have been discovered. Some of these are stick- 
ing pins into cards; twisting wires for telephones; cutting 
material and helping put strips on automobile tires; 
weighing and stacking rotor cores; assembling and rivet- 
ing pole shoes; sorting rotor punchings and dozens of 
others. 

Skilled workers receive fair compensation, and even 
the unskilled may make a living wage; so that no one 
need feel that he is shut off from his kind because of his 
affliction, or that his sacrifice for his country bears 
nothing but the bitterness of charity. 








TRAINING VERSUS VOLUNTEER SERVICE IN 
NURSING 


Profession Calls for Highest Type of Womanhood—Time, 
Strength, and Ability to Submerge Personality in 
Patients’ Welfare, Prime Requisites—Only 
Experienced Meet Supreme .Test 
Successfully 


“Trained nursing ought to appeal to every young 
woman who is interested in the physical welfare of her 
countrymen,” writes Edna L. Foley in the Presbyterian 
Hospital Bulletin. 

“There are two kinds of nursing: One, familiar to the 
public mind, prompted by desire and sentiment, a mixture 
of pillow-smoothing and sleepless nights; the other, in- 
finitely more valuable, and less well understood—the nurs- 
ing backed by the rigid, careful, technical training.” 

The biggest part of nursing implies a coordination of 
head, hand and heart; an automatic symphony of observa- 
tion, detection and action; the study and recognition of 
symptoms—what is significant and to be reported to those 
higher in authority, and what can with safety be appar- 
ently overlooked. 

The following true stories are illustrative of the two 
types of nurses: 

In a German military hospital where some American 
Red Cross nurses were working, a soldier who had suf- 
fered amputation of the leg just below the hip was in 
constant danger of fatal hemorrhage. In consequence, 
the surgeon had given orders that a rubber tourniquet, 
to be applied in just such emergencies, should be left on 
the man’s table day and night; that under no condition 
whatsoever was it to be removed. On the third day the 
anticipated happened—the hemorrhage occurred. The 
tourniquet was not in its place, and in ten minutes every- 
thing was over. The man lost his chance for life simply 
because the one thing most needed was lacking. 

When a volunteer worker who had charge of the pa- 
tients on that side of the ward returned from her hours 
off duty, she was asked about the tourniquet. She replied 
promptly, “It is in my cupboard, and I have the keys here. 
I was told that it was very valuable, and that I was not to 
let it get lost. Consequently, whenever I left the ward, 
I locked it up first.” 

This woman was a person of intelligence and good in- 
tentions, and was untiring in her service to the wounded 
men; but to her medically untrained reasoning there was 
no distinction between the two orders—the one, that an 
expensive bandage should not be lost; the other, that a 
bandage needed to save a human life should never be 
removed from a certain spot. 

In contrast: A visiting nurse, rather new in district 
work, after securing fresh supplies at her substation, pre- 
pared to go out again directly. As the nurses ordinarily 
stopped for luncheon and to complete their clerical work 
of the previous day, the supervisor inquired as to the 
cause of her hurry. Her explanation was that she was 
returning to a certain maternity case. Just why, she did 
not know. The patient appeared normal in every respect, 
and had been dismissed by the doctor; but her color was 
not good, and the nurse felt that something was wrong. 

The supervisor, to quiet what she considered the un- 
necessary anxiety of the nurse new in the field, and to 
see for herself if she were correct in her _ suspicions, 
accompanied her. . The mother-in-law, surprised at the 
return of the nurse, assured them that while the patient 
was pretty quiet she was all right. To the trained eyes 
of the two nurses, she was anything but all right. Ex- 
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amination proved that she was suffering from a profuse 
post-partum hemorrhage. 

While one nurse went for the physician, the other ele- 
vated the foot of the bed and started treatment. Within 
an hour the physician and the two nurses had checked the 
hemorrhage and had saved the mother’s life. 

When asked how she knew the young mother was in 
such a dangerous condition, the nurse replied vaguely, “I 
didn’t know. But one can’t work over and with three 
hundred similar cases and not know when a woman’s 
color is abnormal. One can’t handle three hundred such 
patients and not recognize danger when it begins to assert 
itself.” 

Another result of training is the ability to perform 
automatically certain routine duties so that the mind 
may be left free for greater responsibilities. Slow, 
steady, training in speeding up stiffens one’s mental, 
moral, and physical caliber so that when the big test 
comes, one is able to stand the long hours, the inevitable 
strain, and the frightful weariness. 

Nursing is not drudgery, nor when the life of a human 
being is at stake can any service that makes it possible 
for that soul to “carry on” valiantly be considered 
beneath the dignity of any woman. Training and experi- 
ence beget confidence. Only by taking literally thousands 
of pulses does one learn the fine distinctions in pulses 
known to the initated. They can not be detected by in- 
stinct, nor taught by a correspondence course. To some 
the human body may be considered a little city of sewers; 
to others it is the temple of the holy spirit for which no 
service is menial or degrading. 

Even the college-bred girl, while she may find some 
handicaps in her individualism, her somewhat desultory 
habits of thinking, and her inability to apply herself 
steadily to uncongenial or disagreeable tasks, can find 
adequate utilization of her powers in nursing. And she 
has much to give to nursing—her mental equipment, her 
sense of fair play and team work, class spirit, and belief 
in service. 

With the nurse, as with the soldier, the hardest lesson 
to learn is that of self-subordination to a higher and 
bigger personality. She must learn to sacrifice everything 
which belongs to her, individually, to a cause that is far 
greater than any personal ambition. Training, however, 
can only give back to any woman what she is willing to 
put into it, but it will make the worth-while woman an 
enormously valuable asset to herself, to her community, 
and to her country. 


A Medical Staff in 1633 


The medical staff of St. Bartholomew’s Hospital, in 
1633, consisted of two physicians, three surgeons, a sur- 
geon for the stone, a “guide, or surgeon” to the Lock Hos- 
pital in Southwark, a “guide, or surgeon” to the Kings- 
land Spital, an apothecary, a curer of scald heads, and 
up to that time there was a bone-setter, or surgeon for 
fractures and dislocations. The curer of scald heads was 
generally one of the fair sex, who seems to have been 
well paid. 


The Egg Market in the Balkans 


The mountain districts of the Balkans have suffered in- 
tensely from the war. For five years, they have been able 
to obtain no clothing and very little food from surround- 
ing towns. The American distributions of clothing are a 
big event, and celebrated elaborately. In Pitesci, the 
mountaineers presented very formally a basket containing 
two eggs, all that could be obtained in the district. 
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FIRE ALARM SYSTEMS AND FIRE DRILLS IN 
THE HOSPITAL 





Mechanical Devices Within the Reach of Every Hospital 
—Necessity for Discipline and Concerted 
Action in Emergencies 

Regardless of its type of construction, no hospital or 
institution of twenty-five beds or over should be without 
an adequate method for giving a fire alarm and a re- 
ligiously observed fire drill, encompassing every per- 
son under its roof in an employed capacity. The latter 
is of even more importance than the former. 

Taken as a whole, the majority of hospitals in this 
country are woefully deficient in protective measures 
against fire, both in physical means in combating or nip- 
ping it and in any plan of definite action in case of fire. 
The first requisite in protection against fire is the use of 
all possible care in not letting one happen; the second is 
the assurance of recognizing its existence quickly when 
it does happen; and the third is to be provided with 
readily accessible means of extinguishing it. The first 
two or three minutes are the vital ones in a fire and, as 
a rule, more may be accomplished in this initial space of 
time than in the next sixty minutes. Even in centers 
well served with fire departments and modern apparatus, 
the time of arrival and action is seldom under eight 
minutes from the giving of the alarm. 

An ideal alarm for a hospital would be one that would 
notify the: employees while keeping the patients in ig- 
norance, but such a system is not possible of attainment 
at the present time. 

Alarm systems are of two cardinal types, the auto- 
matically operated and the manually operated. There are 
two ways of conveying an alarm—visual and audible. The 
first of these is not adaptable for hospitals, and either 
type, despite modern inventive genius and progress in 
electrical equipment, is still a goodly distance from per- 
fection. The automatic type, which is designed to de- 
tect fire of its own accord, is dependent for action upon a 
sudden and undue rise in temperature acting upon the 
expanding qualities of two delicately adjusted strips of 
certain metals or upon a thermostat; the expansion will 
form an electrical contact which will cause a bell or bells 
to ring or annunciator keys to drop; the approximate 
location of the fire will be given by strokes of the bell or 
numerals on the annunciator board, the diversity of which 
is dependent upon the number of electrical circuits in 
the building. Another form of the automatic alarm is 
the air-circuit type, which consists of a small metal tube 
usually of copper and about the diameter of a pencil lead; 
this is carried around or through the upper part of a 
room or hall and under the shelves of linen closets, store- 
rooms, coal bins, etc., and terminates in a diaphragm or 
set of diaphragms located in the office or main corridor; 
like the other type, this system gives the location of the 
fire according to the number of air-tube circuits installed. 

Of the automatic systems, this expanded air-tube type 
is the most reliable and has the additional advantage that 
it is easy to test and covers from ten seconds to two 
minutes for its acting. 

Manual systems of themselves do not detect fire but 
simply permit of a quick alarm being given through 
conveniently located stations by human agency after the 
fire has become apparent. These stations or signal 
boxes are usually small metal boxes located in the cor- 
ridors, wards, and other conspicuous places, in which 
the breaking of glass or the turning of a key communi- 
cates a general alarm and either discloses the fact that 
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there is a fire somewhere or a fire in a specific location, 
according to the amount of registering apparatus and 
the number of electrical circuits in the building. 

Both kinds of alarms can and should be connected with 
the city fire department system where one exists, so that 
the giving of an alarm within the hospital will auto- 
matically register it at the nearest engine house, con- 
serving the time required for telephoning or for an 
excited search for a public street-corner box. 

A system ‘to announce the exact location of a blaze 
is not so much dependent upon mechanical efficiency as it 
is upon the amount of money that is to be put into an 
alarm system, and it would be next to impossible here 
to give any set of figures regarding the cost of one, 
owing to the fact that conditions, needs, and structures 
are so varied. In a hospital of fifty beds, three stories 
in height, and under one roof, the installation expense 
for an automatic equipment of proper range could be 
figured to come between $400 and $450. 

A manual system can be a simple push button, bat- 
tery, and gong, costing from $7.50 up. 

An alarm system is-worse than useless unless it is 
tested out at frequent intervals (at least once a week), 
and more than one large institution in this country is 
the possessor of an elaborate alarm system, costing up 
into the thousands, which has not been given a test for 
the past year or more. The administrators of these in- 
stitutions are cheerfully going along with a false sense 
of security, believing that the system will perform its 
function in time of need. This is well and good if the 
need never arises, but, if it does, human lives are apt to 
pay the toll of negligence. 

Five types of portable fire extinguishers are in use to- 
day. First is the bottle or hand-grenade type, usually 
a bomb-shaped glass container which is to be thrown into 
the flames with sufficient force to break it and release its 
chemical contents; it is, therefore, practically dependent 
upon proper aim for its efficiency. This kind is almost 
obsolete and should not be considered. 

The powder type, a tin tube 24 or 25 inches Jong hold- 
ing three or four pounds of dry chemical, is all right 
under certain conditions but its efficiency, too, is de- 
pendent upon the force and accuracy of aim with which 
its contents are thrown, and these qualities are not often 
found under the stress of excitement which usually at- 
tends the use of a fire extinguisher. 

Third is the sulphuric-acid and soda fire extinguisher, a 
brass container holding two or three gallons of water 
in which a few ounces of caustic soda have been dissolved 
and containing in its neck a small bottle of sulphuric 
acid. When the extinguisher is inverted, these elements 
mix and generate pressure sufficient to play a *s-inch 
stream with considerable force upon the blaze. The ad- 
vantages of this type are the length of time it is in action 
and the fact that the range or reach of its stream ren- 
ders it valuable in fighting inaccessible blazes in the 
ceiling and at a distance when it is necessary. Its dis- 
advantages are that in an oil or ether fire the force of 
the stream tends to scatter the burning fluid and do 
more harm than good. It is dangerous upon an electrical 
fire of any unusual voltage, as its stream is apt to estab- 
lish a circuit between the operator and the power feed; 
and its contents are ruinous to draperies, furniture, car- 
pets, etc. Cleaning up after its use is apt to be quite a 
job. It is, however, a good extinguishing agent to have, 
especially in the kitchen and around the furnace or 
boiler room. 

What is without doubt the best form of fire extin- 
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guisher for hospital use today, especially in the hands of 
a woman, is the “gun” or tetrachloride type, a small 
quart-size brass tube operating either on the plunger- 
pump principle, like a large hypodermic or by self-gen- 
erated pressure from the breaking of a carbonic capsule 
or cartridge within itself. The latter type is much pref- 
erable. 

This extinguisher is a very effective one in grease, 
naptha, or volatile-fluid fires and electrical disturbances 
occurring around elevator machinery and switchboards or 
cabinets. The filler is a chemical composition which upon 
striking flame or heat above a certain degree is con- 
verted from a liquid into a dense fog or gas blanket 
which smothers the fire. This is a comparatively new 
form of fire extinguisher, but there are five or six makes 
on the market at prices ranging from $6 to $10 and with 
the trade names usually ending in “rene” or “ene.” Re- 
filling fluid costs from $3 to $4 a gallon, but a few 
squirts accomplish the work in a majority of instances, 
so it is not an expensive proposition, and the unused por- 
tion of any charge may be conserved for future use. 

Last but not least, is the sand bucket which will 
“douse” a fire under some conditions quicker than any- 
thing else. It is a good idea to keep two or three cov- 
ered pails of dry sand, painted red, in the building, one 
in the laboratory of pharmacy, one in the kitchen, and 
another near the bottom of the elevator shaft. The sand 
should be dried thoroughly and mixed with a few small 
lumps of chloride of calcium and the pail lid sealed with 
a strip of adhesive plaster so that there will be no temp- 
tation to use it as a cuspidor. 

New and more effective ways of fighting fire may be 
perfected but the one chief aid is, always has been, and 
always will be cool headedness, and the prime antidote 
to fear end panic is force of habit. The advantages of 
concerted, methodical action in the case of an emergency 
can not be overestimated, and, when people have been 
drilled week in and week out to assume a certain station 
or to perform a certain duty in time of danger, they 
will automatically follow the routine when the time comes. 
Drills should not be less frequent than once weekly and 
they should be called by a slight tap on the alarm at 
the time of testing. 

Given here is a sample of a fire-drill card which should 
be posted in several conspicuous places about the build- 
ing. This is more to give an outline or show the prin- 
ciple of emergency discipline than to give any set rule 
or custom, for conditions vary so widely in each place 
that the pertinent arrangement of this station card is 
dependent upen individual conditions. 

The element of cause in fires is a wide one, but plain 
human carelessness in one way or another is the cause of 
the large majority of them. Faulty electrical installa- 
tions or wiring are a prolific cause, though not quite so 
much as most reports of the probable cause of fires 
would indicate, for the blanket reason of “crossed wires” 
is a handy one when the real cause is not known. The 
consumption of cigarettes which smoulder long after being 
cast away are a big factor in present-day fire statistics. 
Cigarettes should not be allowed in a hospital outside of 
the main corridor or business offices, and any violation 
should merit a reprimand from the superintendent. 

As to minimizing the chances of fire in a hospital, the 
following are skeleton provisions around which minor 
precautions may be evolved: 

1. Eliminate all articles of celluloid such as thermom- 


eter ——, toilet age cong etc. 


Do not purchase cheap matches; they are dan- 


gerous. 
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3. Use ether in as small containers as are practical 
and crush the empty cans; an empty ether can near a 
flame is a menace. 

4. Don’t use metal polish or cleaning fluid in which 
the base is composed of benzine or naptha. 

5. Do not put off the repair of any disorganized elec- 
trical wiring or equipment, but have it remedied as soon 
as noticed, and, in any new extensions, have the wires 
run in conduits and terminate in metal junction boxes. 

6. Don’t bask in the delusion that because the build- 
ing you are in is fireproof you are immune from danger; 
“fireproof construction” has covered more sins than char- 
ity ever attempted. 

7. If you build again, secure an architect who knows 
what fireproof construction means. Concrete and metal 
do not mean fireproof; they are merely slow burning un- 
a. constructed with attention to drafts and confinement 
of fire. 

Actual cremation causes few deaths in fires. It is suf- 


focation, panic, and trampling that furnish the casualty 


list. 
FIRE STATIONS 


Upon the sounding of fire alarm, each employee will immediately seek 

his or her station as given below. 

OrFrice ATTENDANT—Will immediately notify fire department and see 
that all records and valuables are locked in safe or removed and 
that main exit is free from all obstruction. 

SUPERINTENDENT—In charge of extinguishing apparatus, corridor, hose, 
ete. 

Heap Nurse—lIn charge of nurses and removal of patients. 

First ASSISTANT Nurse—In charge of wheel stretchers, blankets, and 
removal necessities. 

MEDICAL STaFF—Will assist in removal of private patients at the diree- 
tion of the head nurse. 

SENIOR INTERN—In charge of elevator. 


FEMALE WARD. MALE Warp. 

De:  civtntenkh bites en deewee BEE intddccvsnciadousensenaawke 
In charge of beds No. 1-2 In charge of beds No. 1-2-3 
BE Nvctuksinted i ieadaeiannanes ee ee eee 
In charge of beds No. 4-5-6. In charge of beds No. 4-5-6. 
SE deccheecuebennenae ddaeien it De ii: eawedeeh eine enw ewid 
In charge of beds No. 7-8-9 In charge of beds No. 7-8-9 
Rt canwedGencudsunnkonnsaeuee’ EME Adiuanhesaeeesiand ahonaaeen 
In charge of beds Ne. 10-11-12 In charge of beds No. 10-11-12 
BE, sdncadsadiansbiedsanaedakeke Me sakktirdivtheathadataseaueel 
In charge of beds No. 13-14-15. In charge of beds No. 13-14-15. 
HOSPITAL ACTIVITIES OF CHURCH TO BE 


COORDINATED 


Rapid Growth of Hospital Movement in Methodist Episco- 
pal Church Makes Creation of Supervisory Board for 
Charitable Institutions a Practical Necessity— 
Movement to Be Urged at Next Conference 


The creation of a board of philanthropies, to supervise 
all charitable institutions under denominational auspices, 
is a piece of legislation to be proposed at the next Gen- 
eral Conference of the Methodist Episcopal Church. The 
hospital activities of this denomination have assumed the 
proportions of a world-wide movement. Forty-seven in- 
stitutions of healing, with a property and endowment 
value of $16,000,000, treating annually 100,000 patients, 
exclusive of out-patient departments, have sprung into 
existence in the United States within the brief period of 
thirty-one years. Homes for the aged and orphanages 
are rapidly multiplying. It is believed that after-war 
conditions will accelerate future increase, and, in order 
that the development shall be orderly and intelligently 
regulated, a board of philanthropies is urged. 

This board would have power to erect standards of in- 
stitutional efficiency in conformity with standards main- 
tained by the legislatures of the several states. It would 
constitute itself an accessible medium for helpful inter- 
change of ideas. It should have funds for the widest dis- 
semination of useful information and should establish a 
repository for collected data and statistics. One result of 
the creation of such a board would be to raise the insti- 
tutions involved to the dignity of a general benevolence, 
generally recognized as denominationally representative. 
It would also result in the establishment of a number of 
sadly needed homes for incurables. 
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FIRST LARGE CONFERENCE OF OCCUPATIONAL 
THERAPISTS 


Pians Made at Enthusiastic Meeting for Promoting Work 
as Curative Agent—Field for Reconstruction Aides 
Broadening—Improvement of Producer Rather 
Than Production Chief Aim 


That occupational therapy as a curative agency for the 
afflicted in body or mind is slowly, but surely, coming into 
its own was the keynote of practically every address de- 
livered at the third annual conference of the National 
Society for the Promotion of Occupational Therapy which 
was held at Hull House, Chicago, September 8 to 11 in- 
clusive. The occupational aide was eulogized, and the 
conviction was generally expressed that occupational 
therapy offers an ever-broadening field for women trained 
along that line. 

The growth of the society has been phenomenal. When 
it was founded three years ago, six people were present 
at the meeting which was held in New York. At the third 
conference—which was the first really large one—more 
than three hundred were in attendance, and a large num- 
ber of those not already members were admitted to the 
organization. 

The sessions were held at Bowen Hall, Chicago State 
Hospital at Dunning, and the Henry B. Favill School of 
Occupations. The exhibits were arranged on the second 
and fourth floors of the Henry B. Favill School. Mrs. 
Eleanor Clarke Slagle, chairman of the program commit- 
tee, was assisted by aides now in state service and by 
members of the faculty of the Henry B. Favill School, all 
of whom were garbed in gray aprons. Mrs. Slagle also 
presided at part of the sessions. 

The morning of September 8 was taken up entirely in 
reading reports of the officers and of the various com- 
mittees, and in the election of officers. Mrs. Eleanor 
Clarke Slagle, superintendent of the occupational therapy 
department of Public Welfare of Illinois, and director of 
the Henry B. Favill School of Occupations, after some 
friendly rivalry was declared president. She declined to 
serve, but was afterward persuaded to reconsider. Dr. 
Herbert Hall, Devereaux Mansion, Marblehead, Mass., was 
elected vice-president; Louis J. Haas and Miss Marian R. 
Taber, secretary and treasurer, respectively, were re- 
elected. Four new committees were appointed to have 
special oversight in all matters pertaining to tuberculosis, 
mental and nervous diseases, cardiac afflictions, and ortho- 
pedics. Douglas McMurtrie, of the Red Cross Institute 
for Disabled Men, New York City, was appointed chair- 
man of the International Committee, which is to work in 
connection with European representatives. 

The program consisted of addresses by men and women 
who have successfully demonstrated the benefits of oc- 
cupational therapy in practically every line to which it 
has been considered applicable. 

At the opening session, after the invocation by S. D. 
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McKenny, LL.D., Dr. H. Douglas Singer, state alienist of 
the Illinois Department of Public Welfare, welcomed the 
visitors to Illinois, at the same time delivering a message 
from Governor Lowden to the effect that, of all the 
progress made in the state institutions, he was most im- 
pressed by what has been accomplished in occupational 
therapy. 

Miss Jane Addams very graciously bade the visitors wel- 
come to the community, and Dr. William R. Dunton, Jr., 
in responding, declared he felt “real chesty” over the nice 
things the two previous speakers had said regarding the 
work of the society. 

The program covered practically every phase of the 
work so far as it has progressed during the comparatively 
fe years occupational therapy has been tried out. Men 
and women, all prominent in their respective lines, told 
what has been done in the various state institutions, tuber- 
culosis sanatoria, army hospitals, and overseas. All were 
earnest and optimistic. Contrasts were drawn between 
the well-equipped workshops in which the work is carried 
on in this country, and the makeshifts in France which, 
however, did much in keeping up the morale of the 
wounded of the expeditionary forces; also between the 
soldier and civilian patients. 

Some of the points emphasized were the necessity of 
keeping clearly in mind that the results to be expected 
from occupational therapy are not necessarily things 
produced, but the improvement of the producer; that the 
goal is mental occupation rather than physical; and that, 
while occupational therapy is closely related to vocational 
training, the two should be kept separate and distinct. 

The grading and systematizing of therapeutic occupa- 
tions as done at Devereaux Mansion, Marblehead, Mass., 
were explained by Dr. Herbert Hall, who expressed the 
hope that some standard system might be devised for use 
in all institutions where occupational therapy has been 
or may be introduced. 











Fig. 1. Products of busy minds and hands at Fort Sheridan. 
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Difficulties encountered by the workers were brought 
out in the addresses and enthusiastically discussed in the 
Round Tables. The one most frequently to be overcome 
is the apathy of the patient, and the aides feel that it is 
indeed a red-letter day when they get the obstinate ones 
sufficiently interested to “cuss” over what seems to them 
the intricacies of their first little problems. Another dif- 
ficulty is lack of cooperation between ward surgeons and 
the aides and social workers. 

The exhibits in themselves nothing short of wonderful, 
ranged from the crudest wooden toys to perfect models 
of automobiles and airplanes, and from rag dolls to beau- 
tifully woven bedspreads. A tiny cottage was completely 
furnished from the gas range and ironing board in the 
kitchen to the window boxes on the outside of the sun 
parlor. Everywhere there were baskets, beaded and knit- 
ted articles, and a windmill which pumped real water. 

Among the exhibitors were the state hospitals at Dun- 
ning and Elgin; Cook County, Michael Reese, Presby- 
terian and Fort Sheridan hospitals; Phipps Clinic, Johns 
Hopkins; Sheppard and Enoch Pratt; Philadelphia School 
of Occupational Therapy; Montefiore Home, Hospital, and 
Sanitarium; St. Louis School of Occupational Therapy; 
Chicago Light House; Marine Hospital at St. Louis and 
the Henry Favill School of Occupation. 

There were a number of entertainment features, in- 
cluding luncheons at Hull House, a visit to Chicago State 
Hospital at Dunning, where part of the program was 
rendered, and a banquet in the Florentine Room of the 
Congress Hotel. Visits to various city hospitals and to 
Fort Sheridan were made, and the last day was given over 
to a trip to Milwaukee. 

The concluding program, which was to have been given 
the morning of September 10 was postponed until evening, 
the addresses being delivered on the fourth floor of the 
Henry B. Favill School of Occupations. 
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VOCATIONAL REEDUCATION OF 


HAVE LOST AN ARM 


THOSE WHO 


Workers in Functional Reeducation Urge Necessity of 
Training Remaining Arm or Stump of Amputated 
Limb Rather than Reliance on Mechanical 
Appliances 


“The vocational reeducation of a man who has suffered 
the amputation of an arm is much more difficult than that 
of a man who has lost a leg,” writes T. B. Kidner in the 
Vocational Summary. “In point of fact, there are many 
occupations from which the loss of a leg does not debar 
® man.” 

Artificial appliances innumerable have been devised to 
take the place of the natural member, one type being a 
close imitation of the natural arm—Sunday arms, some 
call them; another being merely working appliances, 
frankly and unmistakably artificial. The efforts of in- 
ventors have centered chiefly, it appears, on a device 
capable of being used as a hook for lifting, with the addi- 
tional advantage of being able to grip an object, the 
power of grasping being one of the hand’s most used func- 
tions. So far, however, no one device that is satisfactory 
for all purposes has been produced, and special devices 
for individual occupations will continue to be required and 
manufactured. 

French surgeons and makers of prosthetic apparatus 
are paying a great deal of attention toward perfecting 
devices to enable men who have lost an arm to follow 
agricultural pursuits, as 60 per cent of the French army 
in the recent war came from the land. 

But the best artificial appliances have their limita- 
tions, and the present trend in all the Allied countries, 
where so many thousands have suffered arm amputations, 
is toward simplicity in artificial appliances. 

More and more, military orthopedic surgeons and those 
engaged in functional reeducation are urging on the men 
who have suffered arm amputation, the necessity of train- 
ing the remaining arm, or the stump of the amputated 
limb, as fully as possible. The training varies from the 
simple muscular movements to prevent atrophy of the 
stump, which are undertaken in all reconstruction centers 
where amputated men are under treatment, to the par- 
ticular training of a stump or a portion of the hand to 
perform some definite mechanical operation. 

Large numbers of men injured in industry, statistics 
show, are very adaptable, and become efficient in spite of 
the Joss of some of the members of the body, age in this 
connection being an important factor. It is certain that 
this particular phase of functional reeducation will be 
studied and practiced more and more, both for those in- 
jured in the war, and for victims of industrial accidents. 

For the time it usually takes a stump to shrink and 
harden to its final shape, the Surgeon-General of the 
Army provides the soldier who has lost an arm with a 
provisional limb. This is replaced by a permanent arti- 
ficial limb properly fitted to the hardened stump which is 
furnished by the Bureau of War Risk Insurance. The 
Federal Board of Vocational Education furnishes any 
mechanical appliances necessary to enable a man to pur- 
sue a course of training, or follow an occupation. 

But with even the best appliances that can be procured, 
many will be disappointed in their use. Therefore, it can 


not be too strongly impressed upon men suffering the loss 
of an arm that they should not place too much reliance 
upon any artificial appliance, but should learn to use, 
wherever possible, the good hand which is left in orde? 
that best results may be accomplished. 
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Conducted by ANNIE W. GOODRICH, Dean Army School of Nursing 
and CAROLYN E. GRAY, R.N. 
Please address items of news and inquiries regarding Department of 
Nursing to CAROLYN E. GRAY, R.N., Secretary of the New York 
Board of Nurse Examiners, 135 E. 45th St., New York City. 


THE HOSPITAL HEAD NURSE* 


The Threefold Responsibility of the Head Nurse—Toward 
the Hospital, Toward the Training School, and 
Toward the Community 
By SISTER M. DOMITILLA, R.N., Rochester, Minn. 


The position of head nurse ranks next in authority and 
responsibility to that of the superintendent of the training 
school. Her duties are supervisory, administrative, and 
educational, and may be summed up as follows: Her 
duties toward the hospital; her duties toward the training 
school; and her duties toward the community. 

Her first responsibility, that toward the hospital, is 
more tangible than the others and therefore somewhat 
easier to meet. She should show the greatest respect 


for the superior officers of the hospital and the policy 


of the institution, and never, under any condition, com- 
plain of or criticize them to pupils or patients. Her ex- 
ample is far-reaching and her attitude will invariably be 
copied by those under her. No matter how good a super- 
intendent a hospital may have, or how excellent its staff 
of doctors and board of trustees, it must have the loyalty 
of the head nurses before its reputation is secure. With- 
out loyalty there cannot be unity, and without unity good 
work is impossible. 

Another very important duty toward the hospital is 
that of strict supervision in the ordering and use of sup- 
plies. Hospitals do not secure supplies and -appliances 
without cost. Many are very expensive, and nurses, 
maids, orderlies, attendants, and, I might add, interns, 
sometimes get the idea that hospital property is unlimited 
in supply and for public use. It behooves the head nurse 
to make them understand from the beginning that extrav- 
agance and waste will not be tolerated. This does not 
mean, however, that patients must be deprived of com- 
forts and employees of necessary material. Economy is 
not taught in that way. What really is necessary is a 
wise system of checking up that will prevent all unneces- 
sary waste. 

The head nurse is responsible for the cleanliness and 
appearance of her department; therefore, she will need 
practical knowledge of housekeeping and management of 
help. She who lacks this knowledge has much to learn, 
and her work as head nurse will not be successful without 
it. 

The intelligent cooperation of the head nurse is abso- 
lutely essential for the success of much of the work done 
by the physicians and surgeons. She will meet different 
types of men, and to one and all she must be loyal. Of 


*Sister Mary Domitilla, the author of this paper, is a student in 
Teachers College, Columbia University, New York City 
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course, she will have her personal preferences, but these 
must not be felt by those under her. It is her duty to 
see that orders are carried out accurately and intelli- 
gently, and that everything of importance is reported. 
She has been in the hospital longer and has had more 
experience with hospital administration than the interns 
have; thus she can assist them greatly by keeping in mind 
the things they might forget or overlook, and by giving 
them hearty support and cooperation. 

The second responsibility of the head nurse, that toward 
the training school, is not so well defined. The most im- 
portant duties, however, are those toward the superin- 
tendent and those toward the pupil nurse. If she has a 
vital interest in the problem of teaching and administra- 
tion, the assistance she can give the superintendent is of 
greatest value. The reports to her must be carefully pre- 
pared, and in them the head nurse must aim at honest 
and frank statements of the success and failures of her 
pupils. Without the help that comes from the honest 
efforts of the head nurses, the superintendent is greatly 
kandicapped in her work. There must be the force of a 
common sentiment, a common purpose and mutual con- 
fidence, before good results can be secured. 

The training of the pupil is a grave responsibility of 
the head nurse. Here is the place where so many fail. 
This failure is probably due to a lack of knowledge or a 
lack of sympathy for the work of the training school. 
Many nurses graduate from the school who might have 
been better equipped and more efficiently trained, if the 
head nurses had only realized their duty. 

The pupils are responsible to the head nurse for the 
performance of practical nursing duties. She must, there- 
fore, supervise their work and criticize it when necessary. 
Herein lies her golden opportunity for effective teaching. 
She should know what methods and procedures are taught 
in the class room in order that the same methods and pro- 
cedures may be carried out in the ward. Great care must 
be taken to organize and distribute the work of the pupil 
so that it will contribute most to her education and ad- 
vancement. Requiring a nurse to take temperatures five 
or six hours a day for a week or two is not the best 
method of training. We find this practice, and others 
as deadening in their effect, in some of our hospitals. 
The work should be so organized that it will stimulate 
the interest and arouse the enthusiasm of the pupil. 

A system of records for each pupil should be kept by 
the head nurse, so when the pupil leaves the ward to go 
te another, she will have an exact statement of the work 
in which she has had training; and also of any in which 
she has been found deficient. In this way greater progress 
could be made by the pupil. 

The pupils in the classroom receive instruction in scien- 
tific subjects, but these subjects often fail to achieve their 
purpose because the pupils do not grasp their significance 
in the practical work. There must be close correlation 
between theoretical instruction and practical work if we 
are to get the best results from either. The head nurse 
is in a position to accomplish much in that direction. She 
should take opportunities for teaching as they arise. With 
this in mind she should have the day nurses assemble in 
the morning to hear the night nurses’ report, and take 
that occasion, not to give vent to anger or impatience, 
but to draw the pupils’ attention to changes in the con- 
dition of the patients, point out to them typical or un- 
usual cases, question them regarding symptoms, and treat- 
ment of diseases under their observation, and assist them 
in the application of classroom theory in their great lab- 
eratory—the ward. 








The nurses could derive much benefit from the clinics 
held on the ward if they were given the opportunity of 
attending them. If there is no clinical teaching done in 
the hospital, it should be provided for the nurses. There 
are always some doctors in the hospital who would gladly 
give their services for this work. The best head nurse I 
have ever known not only insisted on the nurses’ attend- 
ing clinics, but would, herself, take up their work in the 
ward in order that they might be present. 

As a teacher, the head nurse has supremacy over the 
instructors and superintendent, for she has the pupils 
always with her, knows their spirit, ability, and needs, 
has subject matter and material for illustrative purposes, 
and has constant opportunities for teaching. She can do 
more to develop the nurse and improve her profession 
than any one person or group of persons known. She 
should quickly recognize unusual ability and trustworthi- 
ness, expressing at times her appreciation. Her constant 
presence with the pupils and her intimate knowledge of 
their work enables her to be of great service in directing 
them to the field of work for which they are best fitted. 

The moral influence the head nurse exercises over the 
students is a tremendous power for good or evil, as her 
standard of honor must affect them, whether they are 
fully aware of it or not. Her attitude toward the hos- 
pital and training school authorities; her observance of 
rules and regulations; her treatment of the patients, will 
all be reflected in the pupil nurse. She regulates the 
atmosphere of the ward and is responsible for the spirit 
that animates it. 

The head nurse’s obligation to the community includes 
her contribution in sending forth an efficient, well-trained 
body of nurses, and the responsibility for the care of 
the patients that come under her supervision. It is for 
the patient that all else exists, and in no other way can 
a head nurse exert more influence over her pupils than 
in the example she sets before them in her treatment of 
the patients. If she treats the patients with kindness, 
gentleness, and consideration, the nurses will do likewise. 
On the other hand, if she looks upon the patients as 
mere “cases” and does not devote herself to the proper 
care of such cases, but is continually harping on “beds 
in a straight line,” “castors turned in,” “covers tucked 
in tightly,” “nothing on the bedside table,” etc., she can 
not expect to turn out nurses possessing the qualities of 
gentleness, cheerfulness, conscientious service, and devo- 
tion. The welfare of her patient must hold first place 
in her thoughts. She is the person upon whom the pa- 
tients chiefly depend and to whom they look for sympathy 
and proper attention, and to whom they appeal when they 
think they are being neglected. She should inspire them 
with confidence and respect, for those two requisites are 
absolutely necessary to the successful head nurse. 

She is hostess in the ward and should treat her patients 
accordingly—giving them a kind, courteous reception, and 
making them feel comfortable in spite of the trying pro- 
cedures they often have to experience. The relatives, 
too, should be given proper consideration so that they will 
go away the happier for the impressions they have re- 
ceived. 

A thorough knowledge of the patients under her care is 
absolutely necessary in order that the head nurse may 
plan her work intelligently and economically, and act de- 
cisively, and at the proper time. This knowledge should 
consist of time of patient’s entrance into the hospital; 
nature of the disease ; the doctor in charge; treatments 
given, including medicine, diet, etc., and the changes 
taking place in the patient’s condition. She is responsible 
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for the patient’s welfare as long as he remains in the 
hospital, not only as to his physical but his mental com- 
fort as well. She must not forget the great solace that 
might be afforded her patients by visits of the ministers 
of their religion, be they Catholic, Protestant, or Jew. 
The head nurse represents not her own religious faith, 
but the true spirit of brotherhood, which aims at the 
strengthening of all bonds which make for the better life 
of her patients. 

After the enumeration of the manifold duties of a head 
nurse, one may be inclined to feel that the position is 
overwhelmingly discouraging, but though much may be 
said of her duties, more may be said of her opportunities. 
She sees life on all sides and has all the opportunities 
of a teacher in her relation with the pupils. She may be- 
come student in her relation with physicians and sur- 
geons, and in the application of science to the rich field 
of the ward. As a social worker, she has abundance of 
material before her all the time, for all the problems 
of sociology are found in the hospital. She has the 
cpportunities of the philanthropist, for humanity 
with its comedy and _  0»pathos, its courage and 
despair, its virtues and vices, is ever present. Her re- 
sponsibility in the management of her department and 
the supervision of others give her all the advantages of 
an executive. Lastly, she has the privilege of the nurse 
who delights in spending her energies in the alleviation of 
pain and suffering. 

The importance of the position can not be overesti- 
mated. But, as we have known it, there has been too 
much dictation. There has been too much lifeless routine. 
The work has been too mechanical. We need a greater 
spirit of democracy, and less of autocracy. For the nurse 
who has the ability to carry responsibility and direct 
others, the work is one of continual progress. It stimu- 
lates her to her best efforts. It is a definite test for 
ability and is full of congenial association. 


* * * * 


A FRANK STATEMENT OF SOME STRIKING 
NURSING FACTS 


Commencement Address at Grady Hospital Contains Many 
Ideas of Value in Making Nursing Profession More At- 
tractive to Students—Giving the Army Nurse Her Due 


As a rule commencement addresses have a good deal of 
sameness about them, and it is not difficult to recognize 
old ideas brought up to date and dressed in the prevail- 
ing style of the year in which the address is delivered. 
This makes the presentation of unusual ideas in a com- 
mencement address all the more striking, and we con- 
gratulate Dr. Frank K. Boland on his address to the 
graduating class of the nurses’ training school of the 
Grady Hospital, Atlanta, Georgia. 

Sandwiched in between the usual congratulations, ex- 
hortations, etc., included in the address we find this state- 
ment: 

“Medicine has advanced more in the past forty years 
than in all the rest of time combined, and no one factor 
has contributed more materially to this progress than the 
development of the scientific nurse.” 

Following so soon after the many attacks on our meager 
standards it is encouraging to find a man, who, as chief 
surgeon of Base Hospital No. 43, A.E.F., has presumably 
had opportunity to evaluate the work of nurses, choosing 
the adjective, “scientific,” to describe the nurse whose 
contribution to medical progress has been the greatest. 

Another paragraph that challenges attention is: 
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“If you have entered the school with the proper quali- 
fications—and I believe you have—your three years here 
have prepared you to cope with anything in nursing. But 
if we have given you so much, with a bit of salary added, 
what have you given us? Thirty-six months of strenuous, 
invaluable toil, a good part of which was drudgery. There 
is no kind of institution of learning in which the student 
contributes to the school so much of intrinsic worth as in 
a training school for nurses. So, as the institution gives 
you your education, you give it a means of existence.” 

In many parts of this country there is at the present 
time an acute shortage of applicants to nursing schools, 
and many women who have given the best part of their 
lives to the study of the problems of nursing education 
feel that one of the first steps we must take in order to 
make the nursing profession more attractive to a larger 
number is a frank recognition of the facts that Dr. Bo- 
land has stated so convincingly. Moreover, they are 
confident that a recognition of these facts will result in 
the elimination of much of the “drudgery” exacted of 
pupil nurses, and the striking of a fairer balance between 
the amount of work exacted and the amount of education 
given in payment for that work. 

Truly it is stimulating to have a man of vision express 
sentiments that, from the lips of nursing leaders, would 
be labeled “radical.” It is pleasant to think that this 
may be a foreshadowing of the “coming together” of the 
medical and nursing professions which was emphasized in 
a recent letter published in this magazine. 

A third paragraph merits a word of comment: 

“There was never a time in the history of nursing when 
the profession deserved such praise as today, when we 
review its resplendent record in the Great War. Truly 
the army nurse has at last come into her own. Her 
position in the medical department is forever secure. 
Without the contribution which she made to the medical 
service in our army we would have been forced to adopt 
the methods of a century ago. Never before did an army 
operate with a nursing force of such numbers and of such 
skill. Our soldiers, our government, and civilization can 
never discharge their obligation to the Army Nursing 
Corps for its patriotic, courageous, untiring, triumphant 
labor.” 

In answer to this we would like to remind the medical 


professioen, the soldiers, and the government of the United 
States Army that the enactment of the bill giving relative 
rank to army nurses, would be one way to translate such 
sentiments into worth-while action. 

x * *k x 


REPORT OF THE ARMY SCHOOL OF NURSING 


Students on Duty in Many Civil Hospitals—Uniform 
Course of Instruction—Appointment of Miss 
Stimson as Dean of the School 


The first annual report of the Army School of Nursing 
contains some interesting facts. 

It presents a total enrollment of 741 students, 573 on 
cuty in fourteen military hospitals, and 168 in the affiliat- 
ing civil schools. 

The posts at which students are now located are: Camp 
Dix, U.S.A. General Hospital No. 41 (Fox Hills), Camp 
Grant, Letterman General Hospital, Fort McPherson, 
Camp Meade, Fort Sam Houston, Fort Sheridan, Camp 
Sherman, Camp Taylor, U.S.A. General Hospital No. 1 
(New York City), U.S.A. General Hospital No. 3 (Co- 
lonia), Camp Upton, and Walter Reed General Hospital. 
The largest number of students are at Walter Reed, Let- 
terman, Fort Sheridan, Fort McPherson, U.S.A. No. 41 
(Fox Hills), and Fort Sam Houston, as these are perma- 
nent posts. 

The civil hospitals have responded so generously to the 
requests for opportunities for experience with women and 








THE MODERN HOSPITAL 


children that the needs of the school have been fully met. 
Students are on duty in the Columbia Hospital for Women 
and the Children’s Hospital, Washington; Bellevue Hos- 
pital, St. Luke’s Hospital, and the Post Graduate Hospital, 
New York City; The Lying-in Hospital and the Children’s 
Memorial Hospital, Chicago; the Johns Hopkins Hospital 
and the Hospital for the Women of Maryland, Baltimore; 
the Presbyterian Hospital, the Philadelphia General Hos- 
pital and the Children’s Hospital, Philadelphia; the Uni- 
versity Hospitals, Minneapolis; the Barnes Hospital, St. 
Louis; and the Boston Floating Hospital. There is every 
reason to believe that the students are adjusting satis- 
factorily. 

On the closing of Camp Grant Miss Anne Williamson 
and Miss Elizabeth Melby, who so ably conducted that 
unit, were transferred to Walter Reed. Miss Marie Louis, 
who established the first unit at Wadsworth, is now at 
Letterman. Miss Margaret Wilson, formerly at Lewis, 
has gone to Fort Sheridan. Miss Catherine Dougherty 
and Miss Elizabeth Chaffee have been transferred from 
Custer to Fort McPherson. The other chief nurses re- 
maining at the same posts are Miss Mary Robinson, Mrs. 
Maude Burke, Miss Mary Land, Miss Grace Baker, Miss 
Josephine Swenson, and Miss Louise Arnold. Upon the 
return of Miss Burgess to her post in Albany, July 1, 
1919, Mrs. Harriet Barnes was transferred from U.S.A. 
No. 1 to assist in the Washington office. 

The meetings of the National League of Nursing Edu- 
cation recently held in Chicago and attended by thirty-one 
directors and instructors furnished opportunity for a third 
conference of the faculty of the Army School. The re- 
ports and discussions that followed were of much interest. 

The use of the Standard Curriculum has, in the main, 
made a uniform course of instruction possible, but the 
variations in the service, the consolidation of the groups 
of students, and different situations arising in such de- 
partments as the reconstruction, social service, and diet- 
ary, have led to interesting developments or have handi- 
capped the progress of the students. It is felt that the 
former have far outweighed the latter, and the unique 
and varied experience of the majority of the students 
cannot fail to provide a very broad and effective prepara- 
tion for the nursing field. 

The report records the appointment by the Surgeon- 
General of Julia Stimson as dean of the School. Miss 
Stimson holds the master’s degree of Vassar College and 
the diploma of the school of nursing of the New York 
Hospital, graduating from the Jatter in 1906. Entering 
almost immediately the administrative field, she has filled 
several important positions, the most conspicuous being 
the superintendency of the training school of Barnes Hos- 
pital, Washington University, St. Louis. She was chief 
of the unit this institution sent overseas. Her service 
throughout the war as presented in the following citation 
needs no further comment. 


AWARD OF DISTINGUISHED SERVICE MEDAL 


Miss Julia C. Stimson—For exceptional meritorious and 
distinguished services. As chief nurse of Base Hospital 
No. 21, she displayed marked organizing and administer- 
ing ability while that unit was on active service with the 
British forces. Her devotion to duty was exceptional 
while she was chief nurse for the American Red Cross 
in France. Upon her appointment as director of nursing 
service of the American Expeditionary Forces, she per- 
formed exacting duties with conspicuous energy and 
achieved brilliant results. Thousands of sick and wounded 
were cared for properly through the efficient service she 
provided. 

(Gen. Orders No. 70, War Dept., May 26, 1919.) 


Time passes so quickly that it hardly seems a year ago 











since the formation of this school was first proposed. 
Those familiar with training school work can read be- 
tween the lines of this report a record of brilliant achieve- 
ment, of difficulties overcome, and of problems satisfactor- 
ily solved, all of which will be linked in history with the 
name of Miss Annie W. Goodrich, to whose statesmanship 
the existence of the school is due. 

x* * * * 


ENDOWMENT FUND FOR SPECIAL NURSES FOR 
WARD PATIENTS 


Lives of Critically Sick Ward Patients Often Jeopardized 
by Lack of Constant and Skilled Nursing—Presby- 
terian Hospital Pioneer in the Movement 

Permanent endowment funds for special nurses to care 
for critically sick ward patients are being founded by the 
Presbyterian Hospital, Chicago. This institution has two 
endowed nurses of this class: one is known as the Helen 
B. North nurse, Miss North having contributed $20,000 
a few years ago, the interest to be used for this purpose; 
the Women’s Auxiliary has started another $20,000 endow- 
ment for the maintenance of a second nurse, to be known 
as the Gladys Foster Memorial Nurse, in memory of Miss 
Foster of the class of 1919. The hospital is asking 
friends of the needy sick to continue this endowment of 
thoroughly trained nurses. 

“Nearly every ward patient who enters a hospital re- 
quires especial attention at some critical time,” writes 
Asa S. Bacon, the superintendent of the hospital in the 
Presbyterian Hospital Bulletin, “and many lives are saved 
through efficient nursing.” 

Owing to advanced ideas regarding hospital routine, the 
floor nurse in the average hospital has neither the time 
nor, in many instances, sufficient training to give the in- 
dividual patient exclusive attention during the critical 
period. She must distribute her time among all the pa- 
tients under her care. 

A thoroughly trained nurse for such cases means a 
wonderful relief, not only to the patient, but to the 
anxious members of the family. Often, life itself depends 
on the constant attendance of a graduate nurse during 
the critical hours of danger. 

“Those who contribute to the support of these nurses,” 
says Mr. Bacon, “contribute not only to a permanent en- 
dowment, but to a permanent blessing.” 

x * * * 
SHORTER HOURS IN HOSPITAL NURSING SCHOOLS 
ADVOCATED 
Educational Committee of National League for Nursing 
Education Issues Bulletins Giving Reasons 
for Readjustment 

The educational committee of the National League for 
Nursing Education has recently issued two bulletins on 
the subject of “Shorter Hours in Hospital Schools of 
Nursing.” In Bulletin number 1, the case for shorter 
hours is presented under the following sub-topics: 

1. Why student nurses should have shorter hours—a 
summary of the main arguments. 

2. How this question affects public health and welfare. 

3. The long hours in hospital training schools are main- 
ly responsible for keeping down the supply of good nurs- 
ing recruits. 

4. What are the present conditions of work in the av- 
erage hospital traintng school? 

5. What evidences exist to show that these conditions 
injure the health, or reduce the efficiency of the pupil 
nurse? 
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6. How have these conditions come about, and why have 
they continued to the present day? 

7. Long hours in hospital training schools are not neces- 
sary. The eight-hour day has been fully tried out, and 
found to be as workable and more satisfactory than the 
old system. 

8. The general movement for protecting the health and 
increasing the efficiency of workers, is based on sound 
physiological and economic principles. 

9. What are the common objections to the eight-hour 
day in hospitals, and how can they be met? 

10. Conclusion. 

Bulletin No. 2 is entitled “Suggestions for Establishing 
the Eight-Hour Day in Nursing Schools.” The sub-topics 
are: 

. The problem. 

. Number of additional nurses required. 
How to provide for more nurses. 

The difficulty of housing more nurses. 
The use of graduate nurses. 

The use of ward helpers or attendants. 
The use of labor-saving methods. 

. Getting the plan started. 

. Suggested schedules of hours. 

10. Suggested schedules providing for a forty-eight- 
hour week. 

11. What superintendents of nurses say about the eight- 
hour system. 

12. Recent articles on the organization of the eight-hour 
day in hospitals. 

Both of these bulletins contain information that is in- 
valuable just now, when nursing schools are passing 
through a critical period of adjustment. 

Copies may be secured from the secretary of the com- 
mittee, Miss I. M. Stewart, Teachers College, Columbia 
University, New York City. Single copies of Bulletin 
No. 1, 20 cents; single copies of Bulletin No. 2, 10 cents. 
A reduction in price will be made for quantities of 100 
or over. 


OID oT oo to 


* * * * 


PRESIDENT OF AMERICAN NURSES’ ASSOCIATION 
HONORED 


Miss Clara D. Noyes Decorated With Patriotic Service 
Medal for Services Rendered Her Country 
and Its Wounded 

Miss Clara D. Noyes, president of the American Nurses’ 
Association, and acting director of the department of 
nursing, American Red Cross, has been decorated “for 
services of high and inestimable value to her country and 
its wounded,” with the Patriotic Service Medal of the 
American Social Science Association and the Council of 
the National Institute of Social Sciences, one of the high- 
est honors to be bestowed for military service. 

Miss Noyes, as head of the Red Cross Field Nursing 
Service had charge of the assignment of the thousands 
of Red Cross nurses who volunteered for war service. 
She entered Red Cross work in 1916 as director of the 
Bureau of Nursing. She is an alumna of Johns Hopkins 
Training School for Nurses, was superintendent of St. 
Luke’s Hospital and Training School, New Bedford, Mass., 
and more recently, general superintendent of Bellevue 
and Allied Hospitals Training Schools, New York. For 
three years, 1913 to 1916, she was president of the 
National League of Nursing Education and was for six 
years president of the board of directors of the American 
Journal of Nursing. Miss Noyes is to be congratulated on 
this latest recognition of her services. 
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Conducted by LULU GRAVES. 


Please address items of news and inquiries regarding Department of 
Dietetics to the editor of this department, Home Economics Building, 
Cornell University, Ithaca, N. Y. 


TRAINING THE SOCIAL SERVICE DIETITIAN* 


Organization of Educational Dietetics Work as a Distinc- 
tive Form of Service Rather Than as a Minor Part of 
Another Department, a Necessity—Actual Prac- 
tice in Various Kinds of Work, Another 
Requisite 
By EMMA A. WINSLOW, Secretary, Committee on Home Economics, 
New York Charity Organization Society, and Lecturer, Teachers’ 
College, Columbia University, New York 

What is a social dietitian? How does her work differ 
from that of the institutional dietitian? What modifica- 
tions in her training are essential in order that her work 
may attain the high standard of efficiency which is now 
expected in the work of the trained institutional dietitian? 

The term “social service dietitian” has been used to 
designate various types of work conducted under the 
auspices of various types of organizations, according to 
various standards, and with varying results. In this 
paper I wish to discuss, primarily, the work done by a 
person well trained in dietetics and other phases of home 
economics, who is a member of the staff of a health center, 
a hospital clinic or an out-patient department, and whose 
responsibility is the educational supervision of individual 
living at home, with reference to dietary adjustments and 
to other forms of home-making adjustment commonly rec- 
ognized as within the field of home economics. 

Preferably, it seems to me, such work should be organ- 
ized as a separate and distinctive phase of health work 
with the full responsibility for its administration left to 
the dietitian, and with necessary space and equipment for 
its operation on an independent basis, rather than as a 
minor part of the work of another department. 

This gives definite recognition to the importance of the 
educational work being done, and helps to establish its 
value in the minds of both patients and staff. Also the 
use of a special room for personal consultations and 
group conferences makes possible the display of effective 
illustrative material and otherwise aids in promoting in- 
terest in the work and in facilitating its administration. 
With certain people, demonstrations in the home are more 
effective than demonstrations at a teaching center; but 
there is often a distinct advantage in being able to dem- 
onstrate at the time of the office consultation the prepara- 
tion of certain dishes being especially recommended, 
rather than in being forced to delay all such demonstra- 
tions until home visits can be arranged. The success of 
Miss Joseph in Chicago and Miss Wood in Boston would 
seem to indicate the advisability of organizing educational 


*Read at the annual meeting of the American Dietetic Association, 
Cincinnati, Ohio, September 10, 1919. 


dietetics work as a distinctive form of service, and of 
training women to be qualified to fill positions involving 
a considerable degree of responsibility. 

The food or nutrition clinic under hospital direction 
reaches the people whose physical condition indicates the 
need for marked dietary adjustment as an aid in the 
cure of a diseased condition, or to prevent its develop- 
ment into a more acute form. However, the interest in 
public health is coming to be increasingly on the preven- 
tive side rather than on the remedial side, and I am 
hoping that the use of the social service dietitian will not 
be limited to work with patients already diseased, but will 
be developed also as a recognized part of preventive pub- 
lic health work, with the public health dietitian an impor- 
tant factor in the program as well as the public health 
nurse, and her services made equally available to all 
groups in the community in an equally distinctive way. 

Altogether too often, in my estimation, has the social 
service dietitian been content to accept a subordinate 
position on a staff of people trained and interested along 
other lines; it seems to me that she should take a more 
definite stand as qualified by her training to be considered 
possessed of a certain type of expert knowledge, which she 
can use for the promotion of health and well-being in a 
way that cannot be done by a person not so trained. She 
needs the services of the nurse and the physician and is 
often helpless without them, especially if there is a dis- 
eased condition which requires careful observation and 
treatment. However, it would seem that she can also 
make herself serviceable to them because of her special 
and different training, and that the value of her services 
should be far more fully recognized as an asset in public 
health work than is the case at the present time. 

Before discussing the training of the dietitian for social 
service work, let us first consider the difference between 
her work and that of the institutional dietitian for whom 
fairly definite training courses have been established: 

One of the great differences is that the work of the 
social service dietitian is primarily educational, while that 
of the institutional dietitian is primarily administrative. 

If John Jones requires a special diet while he is living 
at home, and he is under the care of a social service dieti- 
tian, his special diet is secured by teaching him and his 
family to appreciate the importance of his following the 
diet schedule closely, by adjusting the budget, if neces- 
sary, so that there will be money available for the pur- 
chase of the necessary foods, and by showing the patient 
or the family how to select, prepare, and serve any un- 
familiar foods or food combinations required under the 
diet plan. 

If, on the other hand, John Jones is in a hospital and 
under the care of the hospital dietitian, her task is quite 
different. Securing his special diet is a matter of keep- 
ing the hospital food department operating efficiently, and 
of adjusting general diet orders to meet the needs of his 
individual case, or the needs of a group of cases present- 
ing similar dietetic problems. If his case requires expert 
dietary adjustment, in some hospitals he may come under 
the personal care of the dietitian while in the hospital, 
but usually the dietitian has but little opportunity for 
educational work with the patients except through the 
nursing staff, in comparison with the amount of adminis- 
trative work which she docs for them. 

Other differences in the work of the two dietitians are 
with reference to the kinds of information which are 
essential as the basis for their professional activities. 
The social service dietitian, if she is to be successful, has 
to be interested in studying the needs of a particular per- 








son vr family and developing means of assisting them to 
make necessary adjustments. Practically the same diet 
may be required in two diabetic cases, but securing its 
use may require absolutely different methods and points 
of emphasis. Each case is a distinctive problem and has 
to be individualized, not only from a djetetic standpoint 
but also from a social and an economic ‘standpoint, in a 
way that is not necessary in the dietetic care of a hospital 
patient. 

In order to buy efficiently for a hospital, its dietitian 
has to be thoroughly familiar with wholesale markets; she 
does not need to know the retail market facilities and 
customs in the neighborhoods from which the hospital pa- 
tients come. She needs to know every detail of hospital 
plan and of food and housekeeping equipment; but she 
does not absolutely need to know about the kinds of 
houses in which the patients live, the kind of furnishings 
and equipment they use, the kind of food and clothing 
they ordinarily have, and the defects in their standards 
which should be remedied by personal and community 
effort. Such information is absolutely essential for the 
socia! service dietitian, but it would seem to be part of 
the general rather than of the technical training of the 
hospital dietitian; of service chiefly in helping her feel 
the social and educational importance of maintaining high 
standards in her hospital administration rather than of 
direct help to her in so doing. 

Just what training the social service dietitian should 
have has not been tested out by practice, as has been the 
training of the institutional dietitian. What I have to 
say is therefore based rather largely upon personal opin- 
ion rather than ascertained fact. I am open to conviction 
on most points, however, and should greatly appreciate 
discussion of the following suggestions concerning the 
training of the social service dietitian. I am purposely 
meking them in rather definite form so that they may 
be used more effectively as the basis for discussion, but 
hope that you will consider them tentative suggestions 
pending the formulation of definite recommendations 
which I wish this section might prepare this year or next 
for the guidance of those interested in training people 
for this special type of dietitian service. 

First of all, as has perhaps been indicated by the ear- 
lier part of my paper, I believe that the training of the 
social service dietitian represents quite a different prob- 
lem from that of training the dietitian for an institutional 
position, although certain phases of such training can be 
desirably utilized in preparing a person to take charge 
of a food or nutrition clinic under hospital direction. She 
needs to know hospital methods and organization, the 
kinds of diet which are used for various types of diseased 
conditions, and the results secured from the use of these 
diets. It would seem that actual experience in a hospital 
diet kitchen would, therefore, give her valuable practice, 
especially if it could be adapted to meet her own particu- 
lar requirements instead of being of value chiefly as 
preparation for institutional work. A person with insti- 
tutional training and experiences can fairly easily sup- 
plement them by suitable training for a social service 
position, but it seems to me that it is unnecessary to give 
a person who is planning to try to solve various home- 
making problems special training in institutional admin- 
istration beyond the amount necessary to help her to main- 
tain desirable standards in her own work. 

As her main contribution to health work will probably 
be along dietetic lines, she will need thorough training in 
nutrition and dietetics. Then she will have to have suf- 
ficient training in simple methods of food preparation so 
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that she can give food demonstrations easily and quickly; 
prepare and adapt recipes as necessary; and be constantly 
ready to suggest various ways in which foods can be 
prepared to meet differences in personal tastes and in 
racial or religious customs. 

Also, she will wish the family to have food prepared 


suitably and in a cleanly fashion. This often requires 
that she give definite and concrete advice about the selec- 
tion and use of household furnishings and equipment, 
better housekeeping methods, and various other phases 
of household management. 

If a more expensive type of food has to be purchased, 
or it seems wise to urge a lower food expenditure in order 
to have more money available for other uses, a budgetary 
adjustment is immediately necessary, and the visitor finds 
that she has to know a considerable amount about the 
cost of maintaining desirable living standards under local 
living conditions, the principles and methods of budget 
planning, and the essential factors in the thrifty use of 
the income under each of the budget headings. 

In addition to a well-rounded home economics training, 
she needs special training which will help her to succeed 
in her work as a social service dietitian. And may I say 
here that I do not think that this term describes ade- 
quately the nature of the work which such a person can 
do? The purpose of the work is primarily educational 
rather than the making of social investigations and the 
development of treatment plans as is customary in social 
service work. The title of “dietitian” has been given 
recognition and prestige in connection with institutional 
work, and it seems to me to create confusion when an at- 
tempt is made to utilize the title to describe quite a differ- 
ent type of work. Also, the term “dietitian” gives an im- 
pression of interest only along food lines. In institutional 
work such specialization may be possible and desirable; 
but I think that most people who have had actual experi- 
ence in family visiting will agree that ability to secure 
desired dietary adjustments often requires considerable 
skill in securing other home-making adjustments, and that 
it is not desirable to limit too closely the apparent range 
of interest of the visitor. At present I have no substitute 
for the commonly used title of “social service dietitian,” 
although I am still hoping that some better descriptive 
term will be evolved in connection with the further de- 
velopment of the work according to new standards and 
under new auspices. 

The ideally trained person of the future, whatever she 
may be called, will surely need training in the principles 
and methods of social case work and a certain amount of 
experience in case-work practice under the direction of a 
case-working agency. The making of a social investiga- 
tion and the development of a comprehensive plan of treat- 
ment will probably be outside of her particular province 
in her work with families, but she should have sufficient 
training in case-work methods to see the importance of 
certain facts as indicating certain needs in the family 
situation. Also, she will be working frequently in close 
cooperation with case-working agencies who are aiming 
for certain results in particular situations, and acquaint- 
ance with their methods and plans will go far toward 
helping her to secure desired results from her personal 
services. Case-work training is recognized usually as 
essential in the training of the public health nurse, and 
it would seem that it should be considered equally impor- 
tant in the training of the home economics worker. 

In addition to her family visiting, the social service 
dietitian will probably be required to give a certain 
amount of group instruction and to take a certain amount 
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ot responsibility for developing group organization and 
group leadership of a type similar to that required in 
home economics extension work, for which training 
courses have already been established in several univer- 
sities. 

Also, she will need to be familiar with the types of 
work done by various types of social agencies as indicated 
by visits to them and by lectures from leaders in the 
various fields of social work. As much of her work will 
usually be done with the people of foreign birth or foreign 
living standards, it will also be helpful to her to be fami- 
liar with the differences in dietary and other home-making 
practices in families of different racial or national groups. 
Needless to say, she will need a good foundation of gen- 
eral education, preferably with special emphasis along 
social and economic lines. Most important of all, it seems 
to me, is the provision of a considerable amount of prac- 
tice in actual educational work with families of the type 
which the worker would be expected later to do. This 
means that directors of food and nutrition clinics can be 
of great assistance by providing opportunities for in- 
tensive training for students along the lines which have 
proven so successful in the training of the institutional 
dietitian. Also, it means that schools and colleges at- 
tempting to train home economics students for social work 
positions may have to assist in promoting the estalbish- 
ment of centers where practice work in dietary and 
other home-making adjustments can be conducted accord- 
ing to the standards which students would be expected to 
maintain and improve upon in their future work. 

I believe strongly that the actual contact with home- 
making problems made possible by the establishment of 
such a center would have a marked bearing on improving 
standards in home economics teaching as well as develop- 
ing a greater field in public health and other social work 
for the home economics worker, and that it is the next 
step in home economics education and home economics 
social work. It certainly would seem essential to have 
such a center for use in training students for social work 
positions in the same way that practice teaching oppor- 
tunities are recognized as essential in training students 
for teaching positions. 

In New York a plan is already under way for the 
establishment of a home economics center as soon as funds 
can be made available for its support during an initial 
experimental period. A trained home economics woman 
is to be put in charge of the work of this center, and it is 
hoped that the center can be developed as a means of 
service along the following lines: 

An information center to which people in the neigh- 
borhood will come for advice about various home-making 
problems. 

A place where food and nutrition clinics may be held, 
and various lectures and demonstrations given. 

A family social work agency, to which families can be 
referred for dietary education and supervision, budget ad- 
justments, clothing advice, and other phases of home 
economics. 

An experimental center with reference to methods of 
effective home economics work with families, methods of 
record keeping, etc. 

A training center for home economics students, public 
health nurses, and others interested in receiving special 
training of the type which can be provided at the center. 

In conclusion, may I again urge the importance of de- 
veloping the work of the social service dietitian as a sep- 
arate and distinctive form of social work, at least until 
standards for such work are more fully established than 
at the present time? And may I again urge the import- 
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ance of developing in the immediate future adequate train- 
ing courses for the preparation of workers for this special 
phase of home economics education? Until the suitably 
trained worker is available, widespread development of 
the field is not possible. Those of us who are closely asso- 
ciated with the social work in home economics believe 
strongly in its future. Should we not be safeguarding this 
future by endeavoring to set standards with reference to 
the way in which this work should be organized and the 
amount and type of training which the worker should 
have? 
* * * + 
THE IMPORTANCE OF THE DIETITIAN IN 
TREATMENT OF DISEASE 


THE 


Dietitian an Absolute Essential to the Modern Hospital— 
Study of Metabolic Diseases Has Popularized Dietetic 
Procedure in the Hospital—Lack of Cooperation 
Between Nursing Staff and Dietitian 
By HENRY L. ULRICH, M.D., Chief of Medical Service A, Minne- 
apolis City Hospitals, Minneapolis, Minn. 

The addition of a dietitian and her staff is absolutely 
essential to a modern hospital, whether the hospital be 
large or small. Just as the study of tuberculosis has 
popularized “fresh air,” out-doors, sleeping porches, and 
recreation in general, so the study of metabolic diseases, 
particularly diabetes, has emphasized and popularized 
dietetic procedure in hospitals and in the occasional pri- 
vate house. 

Without adequate dietetic support the internist is ab- 
solutely helpless in his treatment of metabolic diseases. 
I may go further and say that, without dietetic coopera- 
tion in the kitchen of a hospital, his diagnostic and prog- 
nostic efforts are limited. It is a great comfort to the 
clinician to be able to order diet of prescribed caloric 
value to a typhoid patient, a reduced salt intake to a 
case of nephrosis, a “low protein” to a nephritic, and to 
add or subtract protein, fat, or sugar in a diabetic regi- 
men. These diets in these diseases cover the variations 
in any other metabolic study so that to review diet in 
other syndromes would be superfluous. The Mosenthal 
test meal is frequently emphasized in this clinic for dif- 
ferentiation of renal as well as cardiac insufficiencies. 
For a correct carriage of this test a high degree of dietetic 
as well as nursing skill is essential. I use this as a stand- 
ard in gauging my impression of a nursing staff of a 
hospital. Where this test can be successfully carried out 
the clinician can safely apply any of the nitrogen or 
chloride balance studies he may wish to pursue with a 
complete sense of security that accurate food values are 
being properly delivered. The same sense of security 
can also be felt in his sugar balance studies. If I had 
to choose between the installation of a drug department 
and a dietetic department, I would choose the latter. I 
say this to emphasize the relative importance of the two 
in the treatment of medical cases. 

One important feature of a dietetic department is often 
entirely forgotten by the staff, as well as by the executive 
officers—that is, its economic value in time and money, 
as it influences the mass diet of a hospital. By mass diet 
I mean the diet for the help, for the house staff, the 
“light,” “semi-solid,” and “full diet” of the wards. In 
our own clinic the latter are standardized both in food 
units and heat units so that we can instantly adjust a 
question of nutrition in any type of case which may come 
up. 

The criticism of the dietetic department I wish to 
make is its apparent or real aloofness to the general nurs- 
ing staff. One of the striking facts about nurses that 
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one gains through contact with them in the ward or pri- 
vate house is their lack of adequate knowledge of dietetics. 
This relates not only to the simple fundamentals of heat 
and food units but to the importance of these elements 
as they relate themselves accurately by weight to the 
problem of the sick room. We are very much in the same 
position regarding diet and nurses that we are regarding 
laboratory findings and the interns who do not make 
these findings. There is a lack of interpretative value, 
as well as a loss of technical skill on the part of those 
who do not make the laboratory or dietetic findings on 
the patients under their care. 

This lack of training on the part of the average nurse 
is seen in the difficulty one has in treating the average 
ambulatory hypertension, diabetic, or nephritic case. To- 
day, if one wishes to treat a diabetic in his house one 
must employ a special dietitian. This can be accomplished 
only in the homes of the very rich. It is a form of luxury 
in which the less wealthy cannot indulge. 

Another phase of this lack of hospital training in 
dietetics is illustrated by the failure of a nurse to com- 
municate dietetic values to a household in which she may 
be employed. I may state it conversely. Every nurse 
should have the elements of food values about her sick 
room—or, if you please, her daily equipment—so that 
when she comes into contact with any family her pro- 
selyting impulse in the matter of food values and their 
economics might have a complete momentum. One of my 
greatest difficulties in discussing diet with a patient is 
to overcome the prejudice or the shock of having to weigh 
his or her food. Even though the patient is willing, the 
family will be opposed. This opposition is based on no 
preconceived ideas; it is simply startling, entirely too 
“exact” for kitchen thinking. We have arrived at a 
popular conception of measuring the baby’s milk, but the 
thought of weighing an adult’s food is still repugnant 
to the popular mind. What an enormous aid to the 
gigantic efforts on the part of the government to save 
meats, fats, and sugar, a scale in the kitchen would be! 
This scale is not to check up the grocer, the butcher, nor 
the candlestick maker. I would intend it for a stand- 
ardization of the amount of food for each adult. Based 
on this standard, purchase and consumption would be 
most intelligently carried out. Here lies the crux of 
“Hooverizing.”’ 

* * * + 


THE STATE BOARD REQUIREMENTS IN DIETETICS* 


Considerable Variation in Outlines of Material to Be 
Presented and Time to Be Devoted to Subject— 
Suggested Revision of Standard Curriculum 
By HELEN M. WELLS, Philadelphia, Pa. 

The various state requirements in dietetics to be taught 
in hospitals vary considerably and a complete resumé of 
the most recent information published leaves the impres- 
sion that it might be a most excellent plan to have the 
Standard Curriculum as presented by the National Board 
of Nursing Service revised to some extent and then 
adopted by the various states. California and Virginia 
are the only two states, as far as can be ascertained, 
using the Standard Curriculum. Virginia also states that 
every training school in the state is giving a course in 
dietetics in both theory and practice under the direction 
of a trained dietitian. This seems a most excellent record. 

Connecticut has Adopted the American Hospital Asso- 


Drexel Institute, 


*Read before the Second Annual Convention of the American 
Dietetic Association, Cincinnati, Ohio, Sept. 8-12, 1919 


ciation plan, and that plan offers dietetics in all three 
years of training. The number of hours given during 
each year has been made definite. 

The Wisconsin State Board advises the employment of 
a trained dietitian in every hospital of thirty-six beds or 
over. The work in dietetics in that state has been very 
completely outlined in the year book published by the 
medical examiners. During the first year lessons of two 
hours each in preliminary food preparation are given for 
sixteen weeks. During the second year thirty-two hours 
of theoretical dietetics are presented. Aside from these 
lessons, four weeks of practical work in the diet kitchen 
are required. More time is devoted in this state to the 
subject of dietetics than to any other subject. 

Compared with this complete plan of the work in Wis- 
consin, is Massachusetts, which has not yet completed its 
outline of work. Until May of this year it was not neces- 
sary or possible to formulate a plan there, but one will 
secon be ready to put into use. 

Illinois is working on a two-year plan, and the curricu- 
lum is not yet ready. Two months (full day) will be re- 
quired in the diet kitchens, however. Nebraska states 
that twenty-four hours is the minimum required for diete- 
tics, but most hospitals give more. Vermont, Texas, 
Washington, Wyoming, and New Jersey state that both 
theoretical and practical dietetics are to be taught, but 
the number of hours devoted to the subject is not men- 
tioned. 

Colorado and North Dakota seem to require the maxi- 
mum number of hours in this subject. Colorado suggests 
that household economics be a prequisite study for en- 
trance to the training schools. They give some tray serv- 
ice during the first year, thirty-two hours (two-hour 
period) in dietetics (the application of the principles of 
nutrition and cooking, which are taken up before entering 
the training school, to diet in disease), and two months 
of eight hours per day diet laboratory work. 

North Dakota demands sixty hours, but more practical 
than theoretical lessons are suggested. 

Pennsylvania gives three hours daily to trays and serv- 
ing during the first three weeks of the preliminary course, 
and one hour daily to the serving of special feeding dur- 
ing the third week. In each of the first and second years, 
twelve lessons in theory and practice are given, and in the 
third year, twelve lectures in advanced dietetics are given. 

Michigan gives a very similar course—twelve hours of 
theoretical work in the probationary term, twelve hours 
of practical work in the first year, and twelve hours of 
theory in the second year. 

Maine offers twenty-four hours of theory and practice 
in the first year, from 
preliminary term. 

Minnesota gives tray service in its preparatory term 
and twenty-four lessons of two hours each in the first 
year but devotes only fifteen minutes of each lesson to 
theory (1917). 

Kansas gives eight one-hour lessons in the first year 
and twelve one-hour lessons in the second year, with one 
month of diet kitchen practice, while Montana _ gives 
thirty-six hours to practical and theoretical lessons and 
two months in the diet kitchen. 

Iowa 


aside four hours given in the 


offers tray service in the preliminary course, 
twenty hours of dietetics in the first year, and six weeks 
of practical dietetics in the second year. 

Arkansas and Oklahoma give tray service and liquid 
diets in the preliminary term, twenty-eight hours of 
theory and practice in the first and second years, and eight 
hours in food values as advanced work. 
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New York requires twenty-four hours of nutrition and 
cookery and eight hours of diet in disease—all to be given 
in the first year. 

Maryland’s minimum standard is fifteen lessons of two 
and one-half hours each (theory and practice), but the 
higher standard is for twelve lectures and eight weeks’ 
practical work. 

Louisiana mentions that dietetics, domestic science and 
“food values” are to be taught for twenty hours in the 
second year and five hours are to be devoted to applied 
dietetics in the third year. 

Oregon gives tray service and the preparation of liquids 
in the probationary period, and twelve practical demon- 
strations of two hours each in the first year. However, it 
also states that more work than that is being given in 
nearly all the hospitals. An interesting state to compare 
with Oregon and its indefiniteness is Indiana, which gives 
minute details as to the work to be done. Tray service is 
taught in the first year. During the second year thirty- 
two hours (of two-hour periods) are given of the applica- 
tion of the principles of nutrition and cooking to diet in 
disease. A course in domestic science is required for en- 
trance to the training school. These lessons are to be 
given by a physician or nurse—dietitian, and demonstra- 
tions and laboratory work in the hospital laboratory are 
to be given by a special instructor or hospital dietitian. 
The charting and observations on the wards of the results 
of routine and special diets are also required, and the 
calculations of food requirements and the preparation of 
menus are suggested. Two months in the diet laboratory 
(eight-hour day) during the second year are recom- 
mended. 

This shows that the amount of time given to dietetics 
varies from fifteen hours, in some states, to sixty hours 
and over in others—and from no outline of lessons sug- 
gested in some states to very definite plans of lessons, in- 
cluding the planning of material to be taught, the method 
of teaching, and the time devoted to the lessons, as well 
as the specific period in the course of training when the 
lessons should be presented. This again brings to our 
attention the fact that a standardized curriculum might 
be very beneficial. 

* * *x* * 


NEWS NOTES OF DIETITIANS 


Miss Mary E. Pascoe has returned from overseas and is 
again with the bureau of Home Economics of the New 
York Edison Company. 

Miss Lena Wright has resigned from the army and will 
manage the dietary department of the St. Lawrence State 
Hospital at Ogdensburg, N. Y. 

Miss Ardelle Ferguson has resigned from Pottsville 
Hospital, Pottsville, Pa., to become dietitian at the Butter- 
-worth Hospital, Grand Rapids, Mich. 

Miss Ruth Brenneman has left Asbury Hospital, Min- 
neapolis, Minn., to accept a position as instructor of Home 
Economics in the high school at Iron Mountain, Mich. 

Miss Hattie Brooks has been appointed dietitian of the 
Lutheran Hospital just being completed at Falls City, 
Nebraska. Miss Brooks has been in Falls City during the 
summer equipping the kitchens, and preparing for the 
dietary work to be done the coming year. 

Miss Maude Perry, formerly dietitian at Michael Reese 
Hospital, Chicago, returned in August from Neuenahr, 
Germany, where she has been with Evacuation Hospital 
No. 26. Miss Perry left Chicago early in the summer of 
1918 with Base Hospital No. 14. She was with this hos- 
pital in France until last March. 
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Nursing Care of Contagious Diseases 
To the Editor of THe Mopern Hospirtav: 


I want the copy of THE MODERN HOSPITAL containing 
articles on aseptic nursing and nursing care of contagious 
diseases. I should like information on methods of chang- 
ing nurses’ uniforms, etc., in contagious diseases. 

SUPERINTENDENT SMALL HOSPITAL, NEW YORK. 


THE MODERN HOspPITAL has published a number of ar- 
ticles covering aseptic nursing and the care of contagious 
diseases, during the past eighteen months. Our corre- 
spondent perhaps refers to the issue of March, 1918, 
which contained two leading articles on this subject: 
“Hospitals for Communicable Diseases,” by Richard E. 
Schmidt, F.A.I.A.; and “The Contagious Ward of the 
Morristown Memorial Hospital,” Morristown, N. J., by 
Dr. S. S. Goldwater in collaboration with Palmer and 
Hornbostel, the architects; this number also contained an 
article by Lucile A. Butler and Virginia Rau, of the Nurs- 
ing Corps, U. S. Navy, on “The Hospital Care of Con- 
tagious Diseases.” 

April, 1918, appeared Dr. Richardson’s “Infectious Dis- 
ease Hospitals,” in his series on “Standardization of Hos- 
pitals.” 

“The Municipal Contagious Disease Hospital of the City 
of Chicago,” by Margaret J. Robinson, was published in 
April of this year. 

The series of articles now running in the magazine, by 
Dr. D. L. Richardson, superintendent of Providence City 
Hospital, Providence, R. I., began in the April issue with 
“The Care of Infectious Diseases in Hospitals,” “Medical 
Asepsis in French and English Hospitals,” was published 
in May; the third paper of the series, “Aseptic Nursing 
in American Hospitals,” followed in July; the August 
number contained “Construction of Isolation Hospitals,” 
and the fifth of the series, “Management of Contagious 
Disease in Hospitals,” appeared in the September maga- 
zine. 

The July number of THE MODERN HOsPITAL might well 
be termed an “antiseptic number.” Opening with the 
paper on Sir Joseph Lister, the originator of the move- 
ment for antisepsis, this issue contained in addition to Dr. 
Richardson’s article already spoken of: “Present Day 
Meeting of Surgical Asepsis,” by Arthur E. Hertzler, 
M.D.; “Fighting the Bacteria that Cause Infection,” by 
Frank J. Hall, M.D.; “What Is Meant by Surgical 
Asepsis?” by A. Nelken, M.D. 


United States Public Health Service Issues Warning 
Against Tuberculosis 

Intent on guarding the nation’s health, the United 
States Public Health Service has just published a leaflet. 
one of its “Keep Well Series,” entitled “How to Avoid 
Tuberculosis.” It gives the symptoms briefly and simply: 
“Slight cough, lasting a month or longer; loss of weight; 
slight fever in the afternoon, night sweats; bleeding from 
the lungs.” 

















Conducted by BARROW B. LYONS 
Superintendent Delaware Hospital. Wilmington, Del. 


SOME HOSPITAL PROBLEMS OF HEALTH 
INSURANCE 
Hospitals Should Consider Proper Methods of Protecting 
Themselves—Health Insurance Should Not Be a 
Charity—Efficiency and Economy to Be Ob- 
tained Through Hospital Organiza- 
tion and Group Clinics 


Nothing more radical has been introduced into the field 
of labor legislation recently than the problem of health 
insurance—certainly, nothing that would so radically af- 
fect hospitals and the medical profession. 

While health insurance legislation appeals to many of 
the most powerful and logical minds in the country, prac- 
tically it has made very little headway, for as yet no 
state has adopted a health insurance law. Eight states, 
however, have appointed commissions to investigate the 
feasibility of health insurance, and several of these have 
already reported favorably. 

In an editorial in the March issue of THE MODERN Hos- 
PITAL, Dr. S. S. Goldwater gave eight reasons why he be- 
lieved it was fair to assume that the country was mov- 
ing in the direction of compulsory health insurance. 
These reasons seemed sound and well-taken, and it is 
assumed in this discussion that before many years health 
insurance will be a reality in many states. 

It is very necessary for hospitals not only to consider 
the proper methods to protect themselves under health 
insurance laws, but also to take the broader viewpoint 
of considering how the best hospital service can be ren- 
aered under health insurance. This is a phase of health 
insurance legislation which seems to have been almost 
totally neglected by the framers of the bills proposed in 
the various legislatures. It has seemed sufficient for 
them to provide in the bills that medical and hospital 
attention be provided. They do not seem to have con- 
sidered ways and means for providing this, nor what type 
of service they would wish provided for the beneficiaries 
of the law. The chief object of this paper is to indicate 
means by which health insurance laws may insure to the 
highest degree so far as hospital attention is concerned. 

It seems that, whenever there is a fund to be dis- 
bursed, the greatest controversies arise over the problem 
of the purposes and manner of the disbursement. Unless 
the question of the manner in which health insurance 
funds are to be disbursed is carefully thought out before 
health insurance laws are framed, it is reasonable to 
expect that many difficult controversies will arise over 
the distribution of these funds, just as they have arisen 
over the distribution of workingmen’s compensation funds. 

To hospitals a question of prime importance is: What 
is a fair basis of hospital charges allowable under a health 
insurance act? Workme’s compensation laws went into 
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effect in most states without the interests of hospitals 
having been fairly considered. As a result, the hospital- 
ization of compensation cases is not sufficiently provided 
for except in a very few of the workmen’s compensation 
acts. In Delaware, for instance, up to even March 20 of 
this year, the law provided for the payment of medical 
services for the first two weeks only, not to exceed $25 
in total amount. Now the time limit has not been in- 
creased but the maximum amount of allowable charges 
has been increased to $75—still an inadequate sum. 

While this law is an extreme example of the fact that 
inadequate payment for medical services was allowed 
under workmen’s compensation acts, only a very few 
states have provided for the full payment of medical, 
hospital, and nursing services for injured employees. As 
a result, hospitals in almost all parts of the country have 
been forced to use funds donated for charitable purposes 
in caring for cases coming under the workmen’s compen- 
sation act, and, in many instances, the surgeons have 
been without compensation for caring for this type of 
work. This does not seem fair to the hospital or to the 
surgeon. The theory of the act is that the industry 
should bear the burden of the expense of the injury. In 
practice, however, this falls far short of being true. 
Nevertheless, it seems only fair to hospitals that the laws 
should align more closely to their theories by providing 
for paying for hospital treatment upon a cost basis. 

There is no reason why health insurance funds, when 
administered upon a business basis, should not pay hos- 
pitals for the cost of the services which they render, in- 
cluding the furnishing of capital to provide adequate 
facilities. Health insurance should not be a_ charity. 
The object of the law is to escape the necessity of char- 
ity for the workingman and to provide adequate medical 
attention for him out of a fund to which himself, his 
employer, and the state are equal contributors. 

Of course, health insurance should not be a profit-mak- 
ing business; therefore, it must be self-sustaining. While 
health insurance laws have considered the compensation 
to the physician, they have not amply considered the com- 
pensation to the hospital. 

If insurance funds are to be distributed to hospitals 
upen a basis of cost, however, it would be necessary that 
a uniform system of accounting in hospitals be effected 
in order that ail hospitals might be dealt with on an equal 
basis. This would necessitate a state auditor of hospital 
accounts and the submission of periodical financial re- 
ports by all hospitals paid for services out of the health 
insurance fund. There is no doubt that the adoption of 
a uniform system of accounting in hospitals would bring 
to light conditions in hospitals about which the géneral 
public at present knows nothing. 

One of the first questions to which this gives rise is 
that of the type of service rendered. Should the state 
insurance funds pay for a very low grade of service upon 
the same basis that it pays for a very high grade of 
service, even though the cost of the poorer service may 
be €qual to that of the better? If not, standards of serv- 
ice in hospitals should be established which the hospitals 
would have to render in order to care for cases under the 
health insurance act. 

Those in charge of administering health insurance 
funds are bound to see that the money they expend is 
efficiently disbursed. This means that under health in- 
surance it is probable that the state will establish a very 
much more rigid supervision of hospital service than has 
heretofore been the case. This supervision would also 
furnish a basis for the distribution of charitable funds, 
although under health insurance charity would be to a 
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large extent eliminated. Undoubtedly such a supervision 
would bring about a great awakening as to the disparity 
in the kind of service rendered in various hospitals, and 
would also bring about a greater public recognition of 
what constitutes desirable standards of hospital organiza- 
tion. The ignorance of those responsible for the manage- 
ment of hospitals—to say nothing of the general public— 
of what constitutes good hospital medical organization, is 
apalling, even to those who well understand what condi- 
tions are. 

It seems probable that hospital standardization under 
health insurance would work a very great hardship upon 
the non-hospital medical man. If efficiency records on 
the work of medical men in hospitals are demanded, sim- 
ilar records will also be demanded of men outside of hos- 
pital organizations treating patients under health insur- 
ance. It will be irksome and difficult, as it has proved in 
England, for the average practitioner to keep such effi- 
ciency records. Hospitals and group clinics will be better 
able to conform to the standards requiring efficiency rec- 
ords than men in private practice, because the clerical 
work can be economically attended to by clerks employed 
especially for this purpose. Hospitals and group clinics 
for the most part will also be able to render a higher 
type of service, because of the economy with which a hos- 
pital or group clinic can purchase the expensive and ex- 
tensive apparatus required for the most up-to-date treat- 
ment and because of the stimulating effect of group prac- 
tice. 

The fact that greater efficiency and economy can be 
obtained through organization in hospitals and group 
clinics will mean that such organizations will gradually 
acquire more and more of the practice under any system 
of supervision which health insurance would require. 
Moreover, the efficiency tests demanded by those respon- 
sible for the distribution of health insurance funds would 
cause many physicians to be barred from hospital prac- 
tice who are now permitted hospital privileges. 

The question as to whether or not a patient should have 
free choice of his physician would lead to another very 
difficult complication. If a physician cannot take the 
patient who has chosen him to a hospital, he is often 
reluctant to refer the patient to a hospital—particularly 
in border-line cases, where the need of hospital care is 
not very pronounced. This, of course, would not be for 
the best interests of the patient who happens to select 
a man not on the staff of a hospital. The medical pro- 
fession strongly protests, however, that it is to the in- 
terest of the patient that he be allowed a choice of his 
physician, and, if the public insists upon this principal 
some hospital must be open to every physician. This 
would mean the establishment of open hospitals in every 
community. In small communities where there is one 
staff hospital and no open hospitals it would mean either 
making this institution an open hospital or establishing 
another. To establish another often would be inexpedi- 
ent, and to cause the board of trustees of the existing 
hospital to abolish the staff system would often be impos- 
sible. Neither would it seem good economy to build new 
hospitals when, by adding to existing institutions, ade- 
quate facilities could be provided at a very much less cost. 

Whether or not, under these circumstances, patients 
should be permitted to choose their own physicians when 
hospital care is necessary is a question for very serious 
consideration. The hospital, like other corporations, is, 
in the eyes of the law, and in many of its relations to 
the public, a person. 

The service rendered in a hospital can usually be rated 
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as good, bad, or indifferent, just as the services of a pri- 
vate practitioner might be rated if there were any reliable 
means of appraising them. It seems more proper that 
the individual, when hospital care is necessary, should be 
permitted to choose the hospital rather than the person 
who is to treat him in that hospital. 

In a hospital which conformed to the standards adopted 
by a state insurance fund, the patient would be assured 
reasonably expert and reliable attention. 

The question of establishing schedules of fees for med- 
ical services inside and outside of hospitals has proved 
a particularly difficult stumbling-block in the framing of 
health insurance legislation, abroad and at home. If 
schedules were adopted and the patient were permitted 
the choice of his physician, how could the physician obtain 
more than the scheduled fee from the patient who could 
well afford to pay more? In this respect, it is suggested 
that schedules in hospitals should apply to ward service 
only and that, when a patient wishes a more expensive 
service than that provided for ward patients, the doctor 
should be permitted to charge whatever fee he saw fit, as 
at present. 

Where the interests of hospitals are so greatly involved 
it would seem only fair that a representative of those 
interests be placed upon the commission administering 
the health insurance fund. Provision for this should 
be made in the law. Hospitals would also find it to their 
advantage to organize extralegally for the purpose of 
framing and securing favorable legislation. State and 
city hospital associations furnish the basis for such or- 
ganization. 

There is a very important phase of the question which 
at least for the time being, might make it impossible to 
secure a broad application of health insurance—that is, 
the present shortage of nurses. As it is, hospitals in 
almost every part of the country are finding it difficult to 
secure the necessary number of nurses to man their train- 
ing schools. If health insurance were to increase gradu- 
ally the demand for hospital beds, where would the neces- 
sary nursing force be found? The nursing profession 
would have to be made more attractive than it has ever 
been before, and many requirements which are now being 
pressed by the National League of Nursing Education 
and the American Nurses’ Association would have to be 
resorted to at once. Even then it is not certain that the 
necessary number of nurses could be found. The pro- 
visions for making the nursing profession more attrac- 
tive, such as better nurses’ homes, shorter hours for stu- 
dent nurses, and more completely supervised training 
schools, would cost large amounts of money, but the cost 
of inducing a greater number of nurses to take up the 
profession would be as nothing compared to the costs of 
providing the necessary hospital facilities. 

The secretary of the Associated Merchants and Man- 
facturers of New York State estimates that a health in- 
surance law passed in New York state would require the 
expenditure of one hundred million dollars more solely 
for hospitals to equip the state for rendering the proper 
service. Whether or not this estimate is correct I have 
no idea whatever, but at least it suggests that the cost 
of making the laws effective should be carefully investi- 
gated before any health insurance laws are passed. 

It might be better if the cost were extremely high, to 
begin by providing facilities for caring for the’ workers 
in the most hazardous industries and gradually to extend 
the facilities for other classes of industry as it became 
financially possible to do so. 

In this discussion I have but briefly suggested some 











problems which might be greatly elaborated upon; space 
does not permit me to do so in this article. I have at- 
tempted to suggest the need of an early consideration of 
health insurance problems by hospital executives. I shall 
greatly appreciate receiving for this department of THE 
MopERN HOSPITAL discussions which any readers of this 
article may find time to prepare. 
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A WELFARE WORK THAT SPARES NO EXPENSE 


Health and Pleasant Working Conditions Considered a 
Real Basis of Efficiency—Employees’ Dining Room 
Provides Good Food and Excellent Service 
at Nominal Cost 
By ROSE C. ARMSTRONG, R.N., Chicago 
The more one studies the methods of modern business 
management the more one discovers that the question of 
health and pleasant working conditions among employees 
is a real basis of efficiency. For this reason, about seven 
years ago the Peoples Gas Light and Coke Company de- 
cided to establish a department to look after its human 

machinery in a scientific way. 

At present the welfare work covers various features. 
Sick employees are called upon by the company’s visiting 
nurse. Nursing care is given, whenever needed, as well 
as advice that may in any way prove helpful. On all of 
these cases, visited daily, reports are made to the welfare 
department. 

Salaries and wages are paid to sick employees while 
off duty. No definite length of service is required as long 
as the employee’s record is good. If an employee dies, 
death benefits are paid to the relatives and, when desired, 
these funds invested wisely for them. All these expenses 
are paid wholly by the company and charged to operating 
expenses. It is one of the few companies who do not 
carry benefit insurance and deduct a certain amount from 
the pay envelope. It is truly gratuitous. 

Money is lent to employees without interest and repaid 
in monthly installments. This discourages visits to loan 
sharks. The company has a splendid pension system that 
provides for old age, in appreciation of the loyalty and 
the faithful service of its employees. 

The best feature of its welfare work, to my thinking, is 
the provision of good food at nominal cost. All earning 
over $40 per month pay 25 cents, and all who earn under 
that amount pay 15 cents per meal. The general office 
building has a most inviting dining room, where an av- 
erage of 700 persons are daily served with a noon meal 
consisting of soup, meat, vegetables, salad, dessert and 
beverages. The meals are served by waitresses and the 
monogrammed linen, china, and silverware all play their 
part in developing one’s appetite. What could be better 
from a health point of view than to have a substantial 
hot meal served in this manner? 

Because of “help” conditions, the company recently con- 
sidered operating the dining room cafeteria style, but the 
officials, wise men as they are, know human nature and 
feared that the employees would economize on _ food. 
This is especially true of the girls, who will as a rule 
choose something cheap and unwholesome in food to add 
to their savings to buy pretty ribbons, stockings, and flub- 
dubs. As a result, the dining room system remained un- 
changed. 

The kitchen is the last word in equipment, convenience, 
and cleanliness. ~The money taken in for this noon meal 
does not begin to cover the expenses of operating the 
dining room and kitchen; so the company pays the differ- 
ences. 
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Aside from the dining room feature, there are for the 
women three rest rooms, supervised by matrons, For the 
men, there are shower baths and a lounging room. Think 
of it! Each man can go and take his smoke and play 
checkers during his lunch hour. 

The company also has a very complete library, of about 
three thousand volumes, mostly technical and educational. 
The library is in charge of a librarian, and, if, at any 
time during the day, the nature of business necessitates 
a visit to the library to look up some information, the 
employee is at liberty to do so. 

The Advance Club looks after the social activities of 
the employees. This includes recreation, athletics, amuse- 
ments, entertainments and dancing. The monthly mem- 
bership dues are 15 cents for the women and 25 cents 
for the men. The club issues a well edited semi-monthly 
magazine, with contributions from all of the departments. 
All this goes to establish good fellowship and camaraderie. 

The medical department in connection with the welfare 
work occupies the same offices and works closely with ié. 
The scope of the work of the medical staff is as follows: 
(1) medical exeminations; (2) general supervision of 
health; (3) educational; and (4) safety first. 

















precaution is taken to have perfect 
Asepsis. 


In this operating room every 


The company has a completely fitted operating room, 
where injuries are dressed. Every precaution is taken 
to have perfect asepsis. All dressings and instruments 
are sterilized, even for the most minor injury. Profes- 
siona! people realize that it is the simple scratch which 
often ends disastrously unless the proper care be given. 
Instructions are given at the different shops and sta- 
tions in “first aid” work. A “first aid” cabinet is pro- 
vided at each of these places supplied with sterile dress- 
ings and solutions prepared by the nurse at the main 
office. They are also inspected monthly and supplies re- 
placed whenever necessary. 

“First aid” is simply to protect an injury from further 
injury or infection and not to treat it. So all injuries 
are sent to the doctors at the main office. If the injury is 
a severe one, the patient is sent directly to the hospital, 
where the company’s staff surgeon attends to the case. 

The examination of the applicant for employment is to 
determine the physical and, in a general measure, the 
mental condition of the applicant. A thorough examina- 
tion is made, as complete as that for life insurance. This 
may seem unnecessary, but it is fair both to the employee 
and the employer. The employee who has been ill is ex- 
amined before resuming work and, in case of prolonged 
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illness, when the employee so desires, the company doctor 
consults with the attending physician. 

Health talks are given to the employees at the shop and 
stations by the chief medical advisor. 

From this it will be seen that the company has spared 
no expense in securing to its employees the maximum 
benefits that modern science can give in safeguarding 
their physical welfare and adding to their personal com- 
fort. As a result, the company enjoys the comfortable 
asset of contented employees. 

* * OK * 


PROSPECTUS FOR WORKINGMEN’S HOSPITAL 
New Type of Hospital Suggested in Which Working Class 
Would Have Chief Voice in Management—Welfare 
of Working Man Primary Interest 


The following prospectus for a workingmen’s hospital 
has come to the hands of the editor of this department. 
. The plan has never been presented to the working people 
of New York City and very likely never will be. It is 
interesting, however, in that it suggests a new type of 
hospital in which the working class rather than the em- 
ploying class would have a chief voice in the management. 

It is the expression of a feeling which working people 
have often entertained—that is, that they do not wish to 
accept the charity of their employers; that they believe 
the workingman does not always receive the highest type 
of service in charitable institutions; and that it is de- 
sirable that hospitals be established which are controlled 
and have as their primary interest the welfare of the 
workingman. 

Whether or not these assumptions are correct the editor 
of this department does not attempt to suggest. He 
merely publishes the prospectus as it was handed to him. 


The Workingmen’s Hospital 
OBJECTS 

To bring the best medical and surgical service within 

the reach of the workingman by maintaining a highly 
paid staff of the best medical men obtainable, giving the 
greatest part of their time to the work of the hospital, 
and rendering the highest grade of service at a moderate 
cost. ' 
To abolish the dependence of the worker or members of 
his family upon charity or part-charity provided out of 
the money acquired by many employers who take advan- 
tage of the oppressive and unfair practices usually neces- 
sary to obtain success in a large degree under the present 
industrial system. 

To make possible research in occupational diseases in 
New York industries carried on by eminent scientists 
working in the interests of the workingman rather than 
the employer. 

To cooperate in creating healthier working conditions 
with such employers as are desirous of giving their em- 
ployees a square deal. 

FINANCING 

Building and grounds to be purchased by funds raised 
through a general campaign among the working people 
of New York City, asking each worker in the city to con- 
tribute $1. Would aim to secure $1,000,000 as first cost. 

Current expenses to be met partially through the sale 
of health insurance policies insuring full medical and sur- 
gical attention in the hospital, and designed to cover the 
probable cost of caring for the policyholders. 

To persons not holding policies charges would be made 
according to the ability of the person to pay. Health in- 
surance law would provide charges in many cases. 
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In handling industrial accident cases the surgeon’s fee 
would accrue to the hospital. Particularly attractive 
contracts might be made with insurance companies to 
cover the charges for treating employees of their insured. 

To support the charitable and research work each work- 
ing man and woman in New York City would be asked to 
become an annual member of the Workingmen’s Hospital 
Association by contributing $1 each year, which would 
entitle the member to a voice in the selection of mem- 
bers of the board of directors. Dues for children, 50 cents 
a year. 

CONTROL OF HOSPITAL POLICIES 

The board of directors would consist of one hospital 
executive, one physician or surgeon not a hospital execu- 
tive, and one layman. 

These men would be chosen by a committee on appoint- 
ments consisting of one delegzte from each labor union 
in New York City, and one delegate chosen by non-union 
members of the association. The annual members in each 
union would select the delegate from their union. 

A provisional board of directors could be self-appointed, 
and incorporate the Workingmen’s Hospital Association, 
and act as directors until the committee on appointments 
is chosen by the various unions in the city. 

SUGGESTED PROVISIONAL DIRECTORS 


Under this heading three names appear, which are not 
published, as they were given without the consent or 
knowledge of the persons mentioned. The first name men- 
tioned was one of the most successful hospital executives 
in this country; the second was that of a physician who 
has become eminent in the practice of industrial medi- 
cine; and the third was that of a lawyer who has achieved 
international prominence as a defender of the cause of 
the working people. 


Tents Made Satisfactory Hospitals 


The use of tents as hospitals in France proved en- 
tirely satisfactory. The Forty-second and Seventy- 
seventh Divisions each had nine; at the Steeple Chase 
grounds at Auteuil, the American Red Cross located 
thirty-nine to be used as wards. These had wooden 
frames and floors, ventilation being furnished by means 
of eighteen windows. When the armistice was signed, 
the Red Cross was making preparations to establish a 
tent hospital consisting of 111 tents. 


Suffering in Balkan States Alleviated by American Red 
Cross 


Improvement in conditions, resulting from the work of 
Americans who have distributed medicines, food, and 
clothing among the starving and naked of the Balkan 
states, is reported by Lieut.-Col. Henry W. Anderson of 
Richmond, Va., director of the work of the Red Cross in 
that part of Europe. Hospitals on the Danube without 
bed-clothing or drugs were cleaned, and kitchens were 
established. 


Just an Orange 


“Sick soldiers are not unlike sick children,” a returning 
Red Cross nurse says; “gratifying their little whims, and 
giving little personal attention, does a great deal to put a 
man on the road to recovery. I know of one case where a 
juicy orange saved a life.” Every effort was made by the 
Red Cross to supply this healthful fruit to “flu” and pneu- 
monia patients, when they were not obtainable through 
regular channels. 
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Conducted by DOUGLAS C. McMURTRIE, Director Red Cross Institute for 
Crippled and Disabled Men and ELIZABETH G. UPHAM, Advisor 
in Occupational Therapy, Milwaukee-Downer College. 





RETRAINING THE DEAF 


The Deaf Man’s Psychological Handicap—Lip Reading 
Essential for Normal Life and Efficient Work 

By ELIZABETH G. UPHAM, Adviser in Occupational 
Milwaukee-Downer College, Milwaukee 

The tribulations of deafness are not so much physieal 
as psychological. In actual practice, it is not so difficult 
for a deaf man to get a job as for one with a more 
obvious handicap. In its nature, deafness is not so cal- 
culated to inspire sympathy as impatience. Thus the 
real danger is in the afflicted man’s taking an industrial 
position at random, without consideration and without 
adequate preparation, for in a deplorable majority of 
cases the deaf workman comes to be scorned, shunned, 
and ridiculed, and in consequence grows suspicious, irri- 
table, and complaining. 

Because of the war necessity it has been very easy for 
the deaf to secure temporary employment, and conse- 
quently there is unusual necessity for urging them to 
remember how soon their place will be filled by normal 
workers and persuading them of the importance of pre- 
paring themselves to meet these applicants on equal 
terms. Unless the deaf learn to communicate intelli- 
gently with their fellow workers and understand easily 
and promptly the orders of their superiors, the unhandi- 
capped worker will be preferred to them without excep- 
tion. 

The employment of the deaf, moreover, is not the only 
thing that is influenced by their ability to understand. 
Perhaps it is not generally realized that deafness is the 
most utterly isolating, depressing, and degenerating of 
disabilities. The blinded man, taken from the light and 
color of life, is a more pathetic figure, and there is not a 
man whose hand does not reach out to him in help and 
sympathy. But the deaf man is a trial to himself and 
to the world. He has the appearance of stupidity rather 
than helplessness. It takes a magnanimous spirit in a 
normal person to overcome the irritation naturally caused 
by not being understood, and it requires an infinite cour- 
age and forbearance on the part of a deaf man to refrain 
from morbidness, resentment, and suspicion. For it is 
unbelievably hard for the average man to conceive of the 
appalling isolation of silence. While the blinded man 


Therapy, 


makes a new world for himself of delicate touch, exqui- 
site sensibility to sound, and wonderful sureness and skill, 
the deaf man walks in his old world quite alone, with 
every human relationship forever chilled and numbed in 
silence. 

Communication is the one thing that can restore him 
to normal contacts. 


For this reason, lip reading is the 
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immediate necessity and salvation for every deaf man 
who is to maintain a wholesome place in the world of 
industry. 

The teaching of it is a matter of individual considera- 
tion. As a rule, the deaf learn more readily from a 
teacher who is himself deaf. The war experiments in 
retraining the deaf have brought out several interesting 
discussions. Major Dundas Grant reported to the Inter- 
Allied Conference on the After Care of Disabled Men 
that in England a three months’ course had been found 
adequate to teach lip reading to the British soldiers. It 
was brought out that it takes less time to teach the 
subject in France, and more in Germany. Anyone fami- 
liar with the three languages will easily recognize that 
the reason for the difference lies in the three degrees of 
articulation—very definite and clear in French, almost 
entirely with the lips and teeth; more negligent in Eng- 
lish, with a tendency to “swallow the words”; and notori- 
ously throaty in German. 

Another peculiarity of speech reading is the fact that 
a hearing person cannot learn it. They have used it in 
England to help discover cases of simulated deafness, 
for even teachers of lip-reading, unless they are deaf 
themselves, cannot lip read to any great extent. It was 
remarked that in the Lancashire cotton factories nearly 
every girl could lip read, but their ability to do so arose 
from their being temporarily deafened by the extreme 
noise in the factories. 

Industry is a much more considerable source of chronic 
deafness than war itself. Even including the cases of 
temporary or functional deafness caused by shell shock, 
which do not involve actual organic injury to the ear, the 
number of soldiers deafened in this war is quite small 
compared with the numbers suffering from other disabili- 
ties. But there is a wide variety of industrial conditions 
contributing to deafness. Dr. Gilman Thompson, in “The 
Occupational Diseases,” summarizes the industries particu- 
larly hazardous to the hearing. The “dusty trades’”—jute, 
rope or cordage industries, baking, milling, coal-heaving, 
cement making, etc., cause more or less serious obstruc- 
tions in the outer ear. Then the explosives used in min- 
ing and quarrying are likely to break the ear drum. A 
similar danger is run by caisson men, divers, and tunnel 
workers, who are subject to sudden changes of air pres- 
sure. The injurious fumes incident to some processes 
often affect the middle ear. High-pitched continuous 
noises like spinning, or those heard by railway engineers 
or telegraphers, and the reverberating noise of riveting 
inside a boiler may cause labyrinthine deafness. 

With all these hazards, it is easy to realize what an 
extensive problem our industrially employed deaf must 
be. Employed without training, they are not only liable 
to discomfort and unpopularity, but are a source of risk 
in many cases because of their inability to understand 
commands. They are as doubtful an asset as the un- 
lettered foreigner who has no knowledge of English, but 
with obliging emphasis replies, “Yah, yah!” to all orders, 
whether he understands them or not. 

From two points of view, then, the deaf have a great 
need for the knowledge of lip-reading, and should be per- 
suaded to learn it at all costs. It fits the victim again for 
an independent, useful career in industry, and in many 
ways reestablishes an intimate connection with normal, 
human life. 


Circumstances, however difficult, are always—without 
exception—opportunities and not limitations.—Annie Pay- 
son Call. 
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PREPARATION OF HANDICAPPED LABOR FOR 
ABSORPTION INTO INDUSTRY 


Occupational Direction, Training, Placement, and Follow-up 
Work Important Factors—Previous Experience Should 
Be Utilized—Permanency, End to Be Desired 


“The absorption of handicapped labor into normal in- 
dustry is attended with grave perils. Positions for dis- 
abled soldiers must be found. To add another handi- 
capped group, the disabled in industry, is seemingly to 
complicate an already intricate problem,” says Elizabeth 
G. Upham in an article on this topic in the Vocational 
Summary... “The labor turnover among normal workers 
is at best costly and difficult. A labor turnover of handi- 
capped men is impossible, because they have to be spe- 
cially fitted to their positions, and frequently require spe- 
cial adjustment and supervision in the first days of em- 
ployment.” 

Handicapped work is practical from the employers’ 
standpoint providing it is standard and permanent. The 
permanency is dependent on four factors: Occupational 
direction, training, placement and follow-up work. 

Occupational direction begins in the hospital, and con- 
tinues into the curative workshop or hospital school. In 
this connection, temperament, natural interests, intelli- 
gence, education, habits of work and vocational desire for 
the future are all studied, and every effort is made to 
uncover latent ability. The industrial possibilities of the 
man must be determined by the vocational director and the 
doctor. 

The direction must be along the lines of former occupa- 
tion where the man’s previous experience will be a benefit, 
in case he is unable to return to his old occupation. The 
nature of his handicap and the necessity for utilizing his 
intelligence and the sound members of his body are also 
determining factors. 

Permanency also depends on his being directed into 
skilled occupations as far as possible—those which are 
standard, growing, least crowded, not casual or seasonal, 
but which furnish steady employment. The handicap of 
advancing years with the consequent effect on the worker’s 
health or aggravation of his disability must be considered 
in connection with his efficiency in certain occupations. 

Training enables a man to carry on in spite of his 
handicap. The greater a man’s intelligence and skill, 
the less of a handicap his physical disability proves. Be- 
cause he is usually displaced when there is a labor short- 
age unless he is the equal or the superior of the normal 
man is an economic reason why the government should 
give him the additional training which will mean per- 
manency after placement. 

Training should develop skill and intelligence, and, 
when possible, should be so thorough that the man’s 
economic independence is secured. It may uncover latent 
bents which will make it possible to prepare him for 
work for which he is especially fitted. 

In placement, the factors to be considered are: The 
suitability of the training for and the future of the 
occupation, wages, environment, danger of industrial dis- 
ease, possibility of special appliances, and the assurance 
that any prosthetic apparatus used is fitted for his par- 
ticular work. 

Follow-up work should not destroy the man’s sense of 
responsibility and independence in his home, nor should 
it interfere with factory management. A report from 
the employer as to the man’s ability, and a conference 
with the man relative to his health, will furnish the 
necessary knowledge. 


THE MODERN HOSPITAL 


IN AGRICULTURE FOR HOSPITAL 
PATIENTS 


A COURSE 


Interested in The “Back to The Farm” Movement— 
Correspondence Courses Given to Those in Bed 


Base Hospital, Camp Sherman, Ohio, is the nucleus 
around which centers activities which tend toward in- 
creasing the number of agriculturists in the United 
States. An effort is being made to influence every man 
who enters the hospital and who will not be permanently 
disabled to return to the farm, if he was once a farmer. 
The interest has spread until men who have been engaged 
in lines other than farming are becoming interested in 
that pursuit. Many boys have also enrolled in the agri- 
cultural division in order to be able to take advantage of 
the plan to place soldiers and sailors on government land, 
provided it materializes. 

Instruction begins while the patient is still in bed, the 
regular Ohio State University Agricultural correspond- 
ence courses being given. As soon as one lesson is com- 
pleted, the student answers a number of questions, and 
is graded before taking up the next lesson. “Among the 
popular courses are stock raising, alfalfa and potato cul- 
ture, poultry husbandry, vegetable gardening, orcharding 
and bee-keeping,” says Carl W. Shiffler, chief of agricul- 
tural division, educational department, of the base hos- 
pital, in an article in Carry On. “Rope-splicing and knot- 
tying, germination tests and farm accounting work are 
also offered to bed patients.” 

As soon as a man is able to leave his ward, he attends 
the regular class work which consists of lectures and 
laboratory work. If able to do outside work, he assists 
in the planting and care of shrubbery, arranging flower 
beds, and in garden and field work. 

The best farms in the community are visited with the 
instructor, and an opportunity to study successful farm- 
ing at first hand is given. The department has control 
of a considerable amount of modern farm machinery, in- 
cluding a tractor, so that practical methods can be dem- 
onstrated. There is no lack of students who can be used 
in helping instruct others. 

An excellent farm library and reading room, where all 
the Middle West farm papers may be found, is one of the 
important features. 

The results of this training have been so satisfactory 
that medical officers are positive that the work has mate- 
rially hastened the cure of the men; and the men are 
gaining a practical course of instruction which will enable 
them to succeed in spite of their handicaps. 


* * * * 


“CHEER UP, BUD, YOU CAN DO THE SAME” 


Men in Training Send Encouraging Words to Disabled 
Comrades—Receive Education They Missed as 
Children—Confident of Future 


Months in bed in a base hospital and more months spent 
in convalescing sometimes saps the courage of a young 
fellow; but there are numbers of our boys showing the 
same amount of pluck in their fight against discourage- 
ment as they displayed “over there.” Here is what one 
of them writes: 


“Those of you who are in bed or in a convalescent 
camp, that are down-hearted because of some sickness 
or injury, are in the same fix that I was in and am partly 
in yet, and I would like to say that this discouraged feel- 
ing is useless, because, if you will, you can make a better 
man now out of yourself than you were before you entered 
the service. 











“Uncle Sam has a great thing for you, just like he 
gave me, and that is an education in any line whatso- 
ever; he will pay you for going, all expenses in the line 
of supplies for this education and take care of you in gen- 
eral until such time as you are able to stand on an equal 
footing with any man in the line of trade you adopt. 

“Now, fellows, get that question off your mind, and get 
well quick, but keep the same courage you had when the 
order came for you to go over the top, and you can go 
over again, but this time to prosperity and independence, 
even though you are crippled for life. 

“Just write to the Federal Board for Vocational Edu- 
cation at Washington, D. C., and tell them your troubles; 
they will be glad to look after you. The American Red 
Cross will also help you in any way it can to get started 
on this golden opportunity. 

“IT am taking a course in traffic. I started in the busi- 
ness school on January 16, 1919, finishing my course with 
a good grade in forty-two days. I am now at the univer- 
sity in a higher course of studies. I am very proud of 
this record, as I had never finished a grammar school 
when I entered the school. 

“Now, cheer up, Bud, you can do the same; tell the Red 
Cross or write to the board and you will be surprised as 
to what is in store for you.” 

Another boy with heart weakened by the strain through 
which he has passed has completed an elementary com- 
mercial course and is now studying accounting and busi- 
ness administration at a university in the West. The 
two years’ work ahead of him seems short as he looks 
forward to a bright future. This is the message he sends 
to other wounded or sick soldiers, sailors or marines: 


“The thought that I want to leave with you is this: 
The Federal Board for Vocational Education is back here 
waiting for you to get well enough to do your part; they 
are ready to give you the training you need in the line of 
work you like best. Cheer up! There are fine things in 
store for you here at home.” 


* * * * 


A WORKING PROSTHESIS FOR THE MAN WITH A 
USELESS HAND 


Appliances to Overcome the Most Difficult of All Handi- 
caps—Devices Invented at the Artificial Limb 
Center, Lyons, France 


When the life has gone out of a man’s hand or arm 
through a cut nerve or other injury causing paralysis, he 
is often more seriously handicapped for work than if he 
had lost his arm. He can use neither the lifeless hand 
nor the working appliances which have been devised to 
replace an arm that has been amputated. In France peas- 
ant soldiers whose wounds have resulted in a paralyzed 
hand or arm have been found especially difficult subjects 
to return to the land. They were in fact considered in- 
capable of farm work until a special prosthesis was in- 
vented for them at the artificial limb equipment center at 
Lyons. This appliance is described by Drs. Nové-Josser- 
and and Chatin, physicians at the equipment center, in an 
article in the Revue Interalliée pour VEtude des Ques- 
tions intéressant les Mutilés de la Guerre, for September, 
1918. 

It consists of a corset of molded leather closely fitted to 
the foream and extending from about two inches below 
the elbow to the metacarpal knuckles. On the upper side 
it is laced together; on the lower it is reinforced by a steel 
bar, which at the heel of the hand is expanded to contain 
a threaded socket at an angle of 45 degrees to the axis 
of the arm. Beyond the socket the bar is flattened and 
widened to support the palm of the hand. 

Any toolholder or chuck can be screwed into the socket, 
but at Lyons one of those invented by Jullien for agricul- 
tural work is supplied with the appliance. The combina- 
tion, according to the authors of the article, enables the 
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peasants of the region to do all kinds of agricultural work 
satisfactorily. For sharpening a scythe and other me- 
chanical work, the agricultural tool-holder can be re- 
placed by strong pincers. If the injury to the arm has 
resulted in a clenched hand or bent wrist, there is more 
difficulty in using the apparatus, but the authors state 
that different ways have been discovered for overcoming 
even these obstacles. 
About five hundred of these apparatus have been given 
out at the Lyons equipment center. 
* 7” * » 


ONE-ARMED SOLDIER BECOMES ELECTRICIAN 


Uncle Sam Helps Soldiers To Carry Out Life Ambition in 
Spite of Handicaps 

Some men choose their vocations when they are about 
the age of three years. You’ve seen a kid, who when he 
was almost too small to reach the table would try to 
amputate the cat’s leg or perform an appendix operation 
on sister’s doll. All the family would stand around ad- 
miring and choose the medical college he was going to 
attend when he had reached his manhood years. 

Well, here’s one who wasn’t much more than snaggle- 
toothed when he was wiring the house and putting bat- 
teries on all the doors. When he had finished the sixth 
grade (without honor) father said one night that the only 
thing for Joe to do was to get into an electric shop, and 
earn his own living. Perhaps, there never was a much 
more perfect moment in that boy’s life than when he 
started down on Monday morning with a tin pail and a 
pair of overalls. 

From twelve years to twenty-eight years means a pas- 
sage of time, but Joe was still with the company as a 
cable-splicer. Advancement was there, and he used to 
look pretty longingly at jobs higher up, but a sixth-grade 
graduation is not much of a foundation for promotion, 
is it? 

That was just before the United States Army packed up 
and went abroad for a year or so. Joe went with them, 
and left star in the electric company’s flag. 

One day over there a German machine gun carried 
away the bottom part of a ledge he was standing on, and 
with it his right hand and the fingers on his left. Visions 
of the presidency of the electric company vanished into 
thin air. Of course, the War Risk Insurance Bureau gave 
him some compensation, but nothing compensates for 
changing your stand in the world for a seat on the shelf. 
About that time he got the big news of the surprise which 
was in store for him. 

The Federal Board for Vocational Education sent one 
of their men to tell Joe that he wasn’t ready to quit and 
the United States wasn’t ready for him to, and offered 
him a year or so off from work in which he could place 
a few more stones in that sixth grade foundation. Did 
he take the opportunity? Well, yes. Just listen to this. 
Joe entered a technical school and is learning to write 
a readable hand with that left stump, is taking English, 
mathematics, accounting and salesmanship, and the re- 
ports of him are A-1. 

When he gets through he is going to be a salesman in 
that electric company he grew up with, and is going to 
make more money than he ever did before, with a good 
chance of going on up. 

“Say,” says this man who tells the tale, “wish you 
could have seen his face when he got that letter from the 
boss at home telling him his new job was ready when 
he was! Looked like a tin pan in a New England 
kitchen.” 
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Conducted by MICHAEL M. DAVIS, Jr. 
Director of the Boston Dispensary. 
Please address items of news and inquiries regarding Dispensary and 
Out-Patient Work to the editor of this department, 25 Bennett street, 
Boston, Mass. 


MEDICAL SOCIAL DIAGNOSIS THE KEYNOTE OF 
HOSPITAL SOCIAL WORK* 

Need Felt as Early as 1840—Essential in Dealing With 
Dependent Poor, And in Community Development 
Through Programs of Public Health and 
Social Reform 
By IMOGENE POOLE, Director, Social Service Department, Cincinnati 
General Hospital, Cincinnati, Ohio 

One of the most striking factors that the war has em- 
phasized in working out programs of reconstruction is the 
need for a knowledge of the medical and social status of 
the problem before determining proper methods of treat- 
ment. 

The importance of this factor—medical social diagnosis 
—was felt as early as 1840 when public health work was 
started in Great Britain, and later in this country when 
charity organizations directed their efforts into the field 
of public health. Those organizations by supplementing 
medical treatment, by eliminating unhealthful living con- 
ditions, and through education started great preventive 
movements such as the antituberculosis movement. This 
was followed by the requirement of courses in social 
science in the school of medicine, University of Indiana, 
by Dr. Charles P. Emerson for the wider training of med- 
ical students to fit them for public health work, and, dur- 
ing recent years, the schools of civics and philanthropy 
have enlarged their curriculums to include training in 
medical social service to prepare social workers to deal 
more adequately with the problems of maladjustment. 

In 1905, Dr. Richard Cabot, feeling the need for some 
one who would first discover the contributing social cause 
of disease and thereby aid the physician to make a more 
accurate diaznosis; and second remove the cause and thus 
aid in making medical treatment more effective and pre- 
vent recurrence of illness, organized the social service 
department in the out-patient department of the Massa- 
chusetts General Hospital. Since that time the need 
for hospital social workers has been generally recog- 
nized with the result that there have been established in 
the United States nearly 200 hospital social service de- 
partments. 

The physician and social worker now realize that med- 
ical social diagnosis and treatment are essential: 

1. In dealing with the dependent poor whether in their 
homes, or in hospitals or dispensaries. 

2. In developing community programs for public 
health and social reform. 


_ *Read at the Annual Meeting of the American Hospital Associa- 
tion, September 12, 1919, at Cincinnati, Ohio. 
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Social agencies are more and more recognizing the im- 
portance of medical examinations, physical and mental, 
of their clients before working out plans involving respon- 
sibilities that they cannot possibly meet. Too often an 
applicant for relief has appeared to be unwilling to seek 
employment or to hold a job once he has it, when, as a 
matter of fact, he was physically or mentally unable to 
do so. Perhaps case conferences such as those held by 
hospital social workers in conjunction with members of 
cooperating medical and social welfare organizations 
have aided more than any other single factor in emphas- 
izing the necessity of combined medical and social diagno- 
sis so essential in working out constructive plans for the 
welfare of individuals, families or communities. 

This cooperation, growth, and wider use made of the 
medical service by the social agencies and vice versa have 
proved to us that a general hospital which cares for the 
dependent poor of the city, many of whom are known to 
the local charities, can ill afford to be without a social 
service department. Such a department is the connecting 
link between the patient in the hospital and the outside 
world, and the medium through which plans are worked 
out for the patient’s welfare in connection. with the out- 
side medical and social agencies. 

While the primary aim of all hospital social work is to 
look after the needs and welfare of the patients, whether 
in a hospital for chronic conditions such as a tuberculosis 
hospital, or in a general hospital for acute illnesses, the 
type of social work necessarily differs. 

In a tuberculosis hospital, where the treatment is of 
long duration, the physician and social worker must get 
the confidence of the patients and relatives and impress 
the necessity of continued sanatorium care. While the 
physician continues with medical observation and treat- 
ment, the social worker discovers and relieves the patient’s 
mind of any outside worries, sees that his family is well 
cared for during his stay in the hospital, affords various 
forms of temporary activity such as bead work, weaving 
and basketry, and organizes recreation and entertainment,’ 
always aiming to make the patients happy and contented 
and thus aid in their more speedy recovery. 

Even to a greater extent is the work of physician and 
social worker interdependent in a general hospital caring 
for acute conditions only. Here the social worker must 
discover the living conditions, habits, family relations, 
and economic conditions to supplement the physician’s 
diagnosis in order that they may plan for the most effec- 
tive treatment and after care of the patients. Especially 
is this necessary in dealing with nervous patients, in 
whom the cause of illness, which may be worry, can be 
eliminated and the patient saved from an early return to 
the hospital. 

In the admitting department of a general hospital, the 
social worker should have a voice in deciding whether a 
patient, from the social point of view, is a hospital case. 
For example, after examination, many applicants are re- 
ferred to a dispensary for treatment. Under normal con- 
ditions, they would return home and attend the dispensary 
at the designated time; but quite frequently an applicant 
claims that he is unable to work and has no place to stay 
while receiving treatment at the dispensary. Social in- 
vestigation shows that applicant has neither funds, rela- 
tives to aid, nor a place to stay, while attending the 
clinic. This pertains particularly to those who live alone 
in furnished rooms or lodging houses with no means of 
support when ill, and who when in need of medical care 
must necessarily be admitted to the hospital wards be- 
cause of financial circumstances. 















On the other hand, the social worker keeps out those 
who are not hospital cases, and quickly disposes of those 
for whom hospital care can do no more good. To illus- 
trete: very often homeless persons apply for admission 
to the hospital. The doctor diagnoses the case senility, 
inoperable carcinoma, homeless, etc.—not a hospital case. 
The hospital, of course, cannot be filled up unnecessarily 
with such patients, nor can the applicants be turned 
away, for the chances are they would be brought back in 
a few hours really ill from exposure and starvation. The 
social worker diagnoses the case socially and arranges for 
the necessary care at the homes of relatives, or at a 
temporary rescue or convalescent home, pending the work- 
ing out of future plans. 

Following the physician’s examination and diagnosis of 
non-resident applicants, where the physical and mental 
conditions permit, the social worker plans for the non- 
resident’s return to his place of legal residence for the 
necessary medical and hospital treatment rather than to 
maintain in the hospital wards at the city’s expense resi- 
dents of other communities. 

While most general hospitals are primarily for the care 
of the dependent poor of a community, they, nevertheless, 
care for some patients who, though unable to pay for the 
services of a private physician or at a private hospital, 
are anxious to pay something for hospital treatment re- 
ceived. A social worker trained in a knowledge of eco- 
nomic standards and relating social conditions of indivi- 
duals and families can determine whether and how much 
an applicant, whom the doctor has diagnosed as in need 
of hospital care, can pay. This also affords a means of 
checking up those who should seek the services of private 
physicians when able to pay for them. My experience 
has led me to believe that at least 50 per cent of all 
patients admitted could pay something. At any rate, the 
amount paid by patients which ranged from three to 
eighteen dollars per week through the efforts of the social 
workers has been more than enough to maintain our social 
service department. 

Continuing the war program of the Interdepartmental 
Social Hygiene Board, the Cincinnati General Hospital 
maintains an isolation ward for the hospitalization of 
venereally infected women. We shall have advanced fur- 
ther in the check and spread of venereal diseases when 
we quarantine the men who are known associates of the 
diseased women. 

In dealing with the quarantined women, especially the 
young girls and first offenders, a complete physical, men- 
tal, and social diagnosis is necessary before attempting to 
work out any plans for their future welfare. 

Physical examinations show many of the girls to be 
almost physical wrecks and ignorant of the serious after- 
effects of gonorrhea and syphilis. Mental diagnosis is 
fundamental in determining who of the group should be 
in institutions for the feeble-minded and moral degener- 
ates, both for their own protection from outside influences 
with which they are unable to cope, and for the protection 
of society against the spread of venereal diseases and the 
precreation of a new race of defectives. A knowledge of 
the mentality ascertained by psychological tests is of im- 
portance in aiding persons of low mentality to find work 
that is not too strenuous. 

While a knowledge of the mentality is the basis upon 
which to build plans in this protective work with girls, 
there are other factors that influence the lives of young 
people and that must be met as community problems. 
How can we expect to bring out the best that is in youth 
unless we replace bad influences with good? We must 
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make possible healthful living and moral conditions at 
home during early child life, afford early training in the 
various remunerative occupations, and secure earnings 
that are sufficient to properly maintain and clothe a girl. 
Moreover, throughout the country there must be proper 
educational and recreational facilities to fill the needs and 
satisfy the desires of young people. 

The limitations of my subject and my time will not 
permit me to discuss the plans of follow-up work with 
the adult sex offender. But experience has proved that 
the social worker can best keep in close touch with the 
patients after their discharge from the hospital by bear- 
ing in mind the medical point of view and seeing that 
they return to the dispensary for treatment at stated in- 
tervals. 

In a hospital such as ours where 16 per cent of all 
maternity cases are illegitimate and from 40 per cent to 
45 per cent of these so low grade mentally that they 
should be in an institution, it is necessary that the social 
worker have a knowledge of the physical, mental and 
secial diagnosis of each illegitimate case in order to know 
what plan to pursue for the best interests of the patient 
and the child. Where the mother of the child is feeble- 
minded and repeatedly brings feeble-minded children into 
the world to be neglected, commitment to an institution 
of the industrial type where they will be permanently 
segregated should be compulsory. Case after case could 
be cited where, because the feeble-minded girl was not 
protected. she was at first unmanageable, then delinquent, 
next an illegitimate mother, and finally a prostitute and 
spreader of disease. When the mother is mentally and 
morally fit, plans can be made to enable her to keep her 
child in most instances. Success with such women means 
a long period of wise and friendly contact between patient 
and worker. 

Medical social diagnosis extended into the field of wel- 
fare work in industries when the medical and social status 
of the individual employee is ascertained is of immeasur- 
able value: 

1. In making for the efficiency of the employee by 
remedying the bad social conditions under which he 
lives and which make for illness, discontentment, and con- 
sequent loss of time from the shop. 

2. In returning the man injured in industry to the 
industrial world. 

To be sure, our state industrial commissions see that 
the sanitation and health hazards in industry are well 
guarded, and that injured workmen receive medical care 
and compensation for their injuries, but that is meeting 
the problem only partially. As Mr. Douglas C. McMurtrie 
has so ably demonstrated in the Red Cross Institute for 
Crippled and Disabled Men in New York City, the war has 
taught us that we can and should apply the same meth- 
ods to the industrial cripple that the government is ap- 
plying to the rehabilitation of disabled soldiers and sail- 
ors. 

If on account of his peculiar injury the industrial crip- 
ple will not be able to return to his former occupation, 
we should reach him as early as his mental and physical 
eendition will permit upon his arrival at the hospital. 
With a knowledge of the patient’s mental and physical 
condition at hand obtained from the physician, the social 
worker then ascertains the patient’s interests and vo- 
cational desires. With such a foundation occupational 
direction can be begun as early as bedside work to keep 
the patient’s mind from brooding and continued later in a 
curative workshop equipped with appliances actually used 
in industrial and commercial life. Such work can best 
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be measured in terms of patient’s early recovery and re- 
turn to the industrial world as a self-supporting citizen 
instead of a handicapped pauper. 

Nor are we using to the fullest extent the collective 
knowledge gained through medical social diagnosis of in- 
dividual problems, unless we, together with the coordinat- 
ing social and public health agencies, reach out into the 
community and organize resources to meet its needs and 
work for the elimination of the social causes of disease 
and social maladjustment. 

Thus was the night clinic established to meet the needs 
of those who though referred for continued treatment 
after leaving the hospital to insure complete recovery, 
found it impossible to follow out the physician’s instruc- 
tions because they were unable to take time off from their 
work to attend the day clinic. The facts gathered 
from the influenza epidemic with its tragic consequences, 
broken homes and weakened bodies, were the foundation 
upon which the public health stations were established 
throughout this community to meet the need for further 
medical and social diagnosis and follow-up work. 

Finally, it is important that students of medicine, nurs- 
ing, and social science be afforded an opportunity for field 
work in a laboratory, such as the social service department 
of a large general hospital, in order to work out the inter- 
relation of medical and social diagnosis, so fundamental 
in meeting the needs of individuals and in the development 
of community programs. 


HEALTH SERVICE FOR STUDENTS CRYING NEED 
OF COLLEGES 


Five Years’ Experience of The University of Michigan 
Demonstrates Practical Method—Possibilities of Such 
Organizations in Developing Public Health 
Education 


“Few colleges have developed a real health service for 
their students, but there are many that need one,” writes 
Warren E. Forsythe, M.D., University of Michigan, Ann 
Arbor, in the American Journal of Public Health. “The 
development at the University of Michigan with five 
years’ experience ought to be helpful to institutions 
throughout the country.” 

The University health service was organized in 1912 
as the result of the demand for added facilities for med- 
ical attention to students which was met for many years 
by its medical school only. Its general scope included all 
phases of university and student life which might affect 
student health; but as the greatest demand was for atten- 
tion to sick students, the clinical work was inaugurated 
first and has since been the main activity. 

The personnel in the beginning included four full-time 
physicians—three men and one woman—two dispensary 
nurses, a pharmacist, and a stenographer. Dr. H. H. 
Cummings was the head. Later a laboratory assistant 
and one physician were added. The physicians engaged 
in general rather than in specialized work, and were given 
faculty standing in the department of administration with 
graded rank and salaries such as existed in established 
lines of public health work. 

A general student annual fee of $4, collected by the 
university at registration, was the source of the financial 
support. The expenditures which were governed the 
same as for other departments exceeded the income in 
only one year. Owing to the decreased attendance dur- 
ing war time, the fee was increased to $6. 

A fairly complete dispensary was established in a build- 
ing near the campus and served as headquarters for the 


service. As the greatest demand has been for attention 
to sick students the dispensary has formed the center and, 
early becoming overcrowded, remains inadequate. Lib- 
eral hours are maintained, so that students of both sexes 
may receive unrestricted office attention and ordinary 
medicine without charge. Prescriptions are filled in co- 
operation with the university department of pharmacy. 
Students who require the attention of specialists are re- 
ferred to the university hospitals which cooperate with 
the Health Service. Records are kept and reports are 
furnished the university authorities at intervals. 

Students often report for very minor troubles, but this 
is not discouraged, as the earliest possible attention is 
often most important. The facilities of the service are 
available to summer school students the same as to those 
of other sessions. 

During a typical year, the total dispensary calls num- 
bered 26,896; total patients, 5,792; average daily calls, 
110; estimated average expense per call, sixty-five cents. 
Permanent records are kept of each call. 

Hospitalization is part of the students’ privileges in the 
health service. Such patients are sent to the hospitals, 
operated by the medical departments of the university, 
and are entitled to necessary attention free for a limit 
of sixty days. 

For calls made on students at their rooms, the uni- 
versity collects $1 for day time, and $2 for night, the 
money being placed to the credit of the health service. 
The number of such calls in 1916 and 1917, a typica! 
year, amounted to 433. 

Prevention of disease and the improvement of health— 
tuberculosis survey of students, rooming and boarding 
house inspections, and occasional health lectures—are 
given attention. 

Since October, 1917, some changes which experience 
showed to be necessary have been made: 

The students have been given absolute freedom in the 
selection of a staff physician, and the privilege of going 
to private hospitals in addition to those of the university. 
The routine for handling large numbers of patients has 
been standardized; and.all new students receive a more 
uniform, careful and completely recorded examination in 
cooperation with the departments of physical education 
soon after entrance to the university. These records will 
be of great value in the subsequent care of these students. 
All freshmen in the literary and engineering departments 
will be given a series of required lectures and demonstra- 
tions concerning the care of their health, and compulsory 
courses of longer duration in personal health are desir- 
able. 

Such an organization has large possibilities through 
cooperation with other organizations in developing health 
education. 


A Great Saving in Expense from Loss—Cost Is Trifling 
When Net Is Made at Home 
By LINA STRYKER FISH, Housekeeper, Municipal Tuberculosis 
Sanitarium, Chicago 

Apparently among the smaller things in a laundry but 
among those that play a great part is the washing net. 
There can never be too many of these used, for by its 
use are many small articles, such as handkerchiefs and 
collars, saved from the drain, to say nothing of the more 
expensive articles, such as sleeves of shirtwaists, belts of 
aprons, nurses’ bibs, etc. If there is any question about 
it, put the clothes in a net. 

A very good substitute for the made net is machine- 
manufactured net bought by the pound; it is quite reason- 
able in price and can be made in sizes to suit. 





